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Geographic and Seasonal Variations 
in Births 


BENJAMIN PASAMANICK, M.D., SIMON DINITZ, Ph.D., 
and HILDA KNOBLOCH, M.D. 


N previous investigations we have attempted 

to demonstrate the relationship of climatic 
variations during the first trimester of preg- 
nancy to the birth of mentally deficient chil- 
dren. In the most recent study we tested the 
hypothesis that above-average summer tem- 
peratures during the third month of pregnancy, 
the critical period of fetal central nervous sys- 
tem development, are associated with an in- 
creased risk of being born mentally defective. 
This hypothesis was substantiated for the pe- 
riod of 1913-48 based on the date of birth, and 
therefore of conception, of mentally defective 
children admitted to the Columbus State 
School, Ohio (7). 

We have shown also that complications of 
pregnancy are significantly more frequently en- 
countered in pregnancies resulting in winter 
deliveries (2). The importance of this finding 
is that mental deficiency and neuropsychiatric 
disorders during childhood which are attribut- 
able to brain injury were highly associated 
with complications of pregnancy (3). Thus, 
the complications of pregnancy as well as men- 
tal deficiency were far greater among children 
conceived during the late spring and early 
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summer months than were expected. In inter- 
preting this chain of evidence, we suggested 
that either decreased protein intake during the 
summer months or heat stress or both were 
etiologically related to the greater proportion 
of impaired children born during the winter 
months. Decreased protein intake and_ heat 
stress have been suggested as etiological factors 
in prenatal and postnatal mortality, morbidity, 
and congenital defects. 

This study attempts to add still another di- 
mension to our interest in climatic conditions 
and their impact on the birth process and pre- 
natal and postnatal development. It has been 
known for a long time that there are marked 
seasonal variations in the birth rates in the 
United States and, indeed, throughout western 
civilization. According to data on all monthly 
births in 1955 by State, race, and sex which are 
reported in the United States vital statistics re- 
ports, there is a pronounced trough in the per- 
centage of births occurring in the spring months 
of March, April, and May and a corresponding 
peak in the late summer months of August and 
September. This biannual variation applies to 
births of white and nonwhite and male and 
female children. 

The August-September peak has tradition- 
ally and more or less facetiously been attrib- 
uted to the longer and colder winter months. 
The explanation for the consistent spring dip 
in births has been more difficult to formulate. 
We believe that the annual spring decline in 
births may be attributed to three interrelated 
factors but primarily to the discomforts of high 
summer temperatures and high humidity. This 
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discomfort (there is now a single discomfort 
index combining temperature and humidity 
readings which is used by the U.S. Weather 
Bureau) probably reduces the frequency of 
coition and consequently of conceptions. It is 
also possible that high temperatures operate 


Figure 1. Adjusted monthly variations in births 
of white males and white females in the 
United States, 1955. 
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Figure 2. Adjusted monthly variations in births 
of white males and white females in Missis- 
sippi, 1955. 
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in some way (for example, sperm attrition) to 
reduce the conception rate when coition is held 
constant. Incidentally, if this hypothesis is 
correct, the spring trough in births should be 
significantly more characteristic of births 
among the lower socioeconomic status groups, 
who are less able to escape the summer tem- 
peratures, than among the higher socioeconomic 
groups. This hypothesis has already been sub- 
stantiated in one major city, Baltimore, Md. 
Births among upper class families, according 
to our unpublished data, were significantly 
more random than among the lower socioeco- 
nomic groups or among nonwhites. 

If it is true that the greater the discomfort 
index in the summer, the smaller the percentage 
of spring births, then States which have the 
hottest, most humid summers should have sig- 
nificantly lower spring births than States 
which have cooler, less humid summers. From 
the 1955 data on births by month of year, 
State, sex, and race (4), data for the follow- 
ing groups of States were selected: (a) three 
southern States (Alabama, Louisiana, and Mis- 
sissippi) of relatively similar socioeconomic 
composition and with hot summers and rela- 
tively warm winters; (4) two midwestern 
States (Minnesota and Wisconsin) having rel- 
atively short summers with extreme tempera- 


Figure 3. Adjusted monthly variations in births 
of white males and white females in Minne- 
sota, 1955. 
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tures and long winters; (¢) the three most 
northeasterly States (Maine, New Hampshire, 
and Vermont) characterized by cold winters 
and moderately cool summer temperatures; and 
(d) two northwestern States (Washington and 
Oregon) of temperate climate the year round. 

The findings on the variations in the per- 
centage of births by month and season of year 
in these four sets of States and in the United 
States tend to support the seasonal variation 
thesis with regard to births. Figures 1-5 pre- 
sent typical patterns in these regions. Our 
analysis is, however, based on all the aforemen- 
tioned States. The southern States show a 
marked decline in births during the spring 
months and a correspondingly high peak in the 
number of late summer births. The midwest- 
ern and northeastern States show a lesser 
trough in spring births. The northwestern 
States of Washington and Oregon exhibit no 
spring trough at all. In fact, in these States 
the number of spring births is slightly higher 
than expected. The data also indicate, but not 
at all conclusively, that male births are fewer 
just prior to and during the descending curve 
of the spring depression. It has been demon- 
strated that males are apparently much more 
at risk of prenatal brain injuries than fe- 
males (5). 


Figure 4. Adjusted monthly variations in births 
of white raales and white females in Maine, 
1955. 
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Three imterrelated factors are postulated as 
responsible for the decreased birth rate in the 
spring months in the United States as a whole 
and in the southern States in particular. First, 
it is suggested that uncomfortable temperatures 
in the summer reduce the frequency of coition 
and thereby the risk of conceiving during the 
summer months. This possibility was dis- 
cussed previously. Second, an equally plausi- 
ble hypothesis is that there is an increased fetal 
death rate among conceptions occurring im- 
mediately prior to and during the summer 
months. Some evidence is already available 
which lends credence to this proposition. For 
example, infant death rates in the first 28 days 
of life are higher in the spring months. Also, 
it has been shown that prenatal stress via the 
hypothalamic-pituitary-adrenocortical system 
and dietary deficiencies during the early criti- 
cal period of fetal development, the first 
trimester, result in fetal deaths in animals (6). 

The third explanation of the spring decline 
in births is purely statistical in character and 
admittedly accounts for a small fraction, at 
most 10 percent, of this decline. The argu- 
ment here is that increased births during the 
peak summer months automatically decrease 
the risk of conception and delivery of chil- 
dren during the preceding and_ succeeding 


Figure 5. Adjusted monthly variations in births 
of white males and white females in Wash- 
ington, 1955. 
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spring months. In some of the northern States 
with only a very minor annual spring decline 
this explanation alone might bring the curve up 
to the normal statistical expectancy. 

A number of additional aspects deserve brief 
consideration in the interpretation of these find- 
ings. Major changes in marriage and birth 
patterns have occurred since the last war. 
Since we have restricted ourselves to postwar 
data, comparisons with earlier periods of time 
in the seasonal variations in these patterns 
should be a valuable next step in this series of 
studies. Nonetheless, it should be stressed that 
the impact of the seasonal peaks and troughs 
in marriages are biased against our hypothesis 
(that is, the effect of June marriages should 
increase the spring birth rate or at least help 
reduce the trough). Again, the improving eco- 
nomic situation of lower socioeconomic groups 
should, if our hypothesis is correct, eventually 
randomize the monthly variations in births in 
this stratum. Finally, the monthly birth vari- 
ations for nonwhites are generally less extreme 
than for lower class whites. One plausible ex- 
planation for this phenomenon is the postulated 
greater stress encountered by nonwhites 
throughout the year so that stresses connected 
with high temperature add proportionately less 
variation in their birth rates than for lower 
class whites. 

It would seem that the evidence, although 1n- 


complete, suggests another application of pre- 
ventive measures that may affect maternal and 
infant mortality and morbidity. The increased 
access of many persons in our society to the 
means of reducing the stress associated with 
semitropical summer climates might make a 
very real difference in infant and maternal mor- 
tality and morbidity. 
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Improper Drug Source Halted 


Nasal inhalers containing basic amphetamine now will be sold only 


by prescription, as the result of a Food and Drug Administration 
regulation published in the /ederal Register February 10,1959. FDA 
received evidence of misuse of inhalers for nonmedical purposes by 


persons who removed the wicks and used the drug as a substitute for 


amphetamine tablets. 


The tablets always have been restricted to 


prescription sale but the inhalers have been sold directly to the public. 
Action was taken on the basis of complaints of misuse from law 


enforcement officials and the agency’s own investigation. 


Nasal in- 


halers containing other drugs are not affected by the ruling, the agency 


added. 
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In this fifth-year study of children exposed to a fluoridated public 
water supply, it was found that the inhibition of caries is a function of 
the length of time they were exposed to fluoride prior to the eruption 


of their teeth. 


Dental Caries in Maryland Children 
After 5 Years of Fluoridation 


A. L. RUSSELL, D.D.S., M.P.H., and CARL L. WHITE, A.B. 


ARKED inhibition of dental caries after 
5 years of fluoridation has been demon- 
strated in a series of independent studies of 
school children (/-8). This report describes a 
similar finding in somewhat more minute detail. 
The children under study are residents of 
Prince Georges and Montgomery Counties, Md., 
immediately adjacent to the District of Colum- 
bia. All are white; all were born and have 
resided continuously in the area, and none has 
received such caries-preventive treatment as the 
topical application of fluoride — solutions. 
Characteristics of the population, methods em- 
ployed, and some of the techniques of analysis 
have been described in detail in previous publi- 
cations (9,70). In brief, teeth were examined 
under adequate light with mirror and explorer 
by a small and carefully calibrated group of 
examiners. “Catches” were not counted as 
carious lesions in the absence of other indica- 
tions of caries. Examinations have been made 
yearly since 1952, when the community water 
was fluoridated. The fifth year results are 
presented in this paper. 
In 1952 the Washington Suburban Sanitary 
Commission maintained two filtration plants, 





Dr. Russell and Mr. White are with the National 
Institute of Dental Research, National Institutes of 


Health, Public Health Service, Bethesda, Md. 
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which supplied the water used by the children 
in the study. The average daily fluoride con- 
tent of finished water at one plant was 0.98 ppm 
during the first year and 0.94 ppm during the 
second; fluoride content of finished water at 
the other plant was 0.90 ppm during both years. 
From January 1954 to January 1957, the aver- 
age daily determination was 1 ppm fluoride at 
both plants, with most monthly averages 
within the range of 0.97 to 1.03 ppm fluoride. 
Since July 1955, all water has been processed in 
a single plant. The fluoridating vehicle has 
been sodium fluosilicate. 

Mean numbers of teeth in eruption were 
virtually the same in 1957 as in 1952. There 
were 1.2 percent fewer deciduous teeth present 
and 0.01 percent fewer permanent teeth present 
in 1957 than would have been expected on the 
basis of 1952 eruption data. 


Total Caries Experience 

Differences in total caries experience in the 
children between 1952 and 1957 are shown in 
tables 1,2, and 3 and figures 1 and 2. 
Significantly more children were free of 
caries in deciduous teeth at ages 5 and 6, and 
significantly more were free of caries in perma- 
nent teeth at all ages from 6 through 10, in 
1957 than in 1952 (table 1). At 5 and 6 years 
of age, 87 percent and 49 percent, respectively, 
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Table 1. Proportions of caries-free children at the outset of fluoridation and 5 years later, 
Montgomery and Prince Georges Counties, Md." 


Numbers examined Percent caries-free in Percent caries-free in 
deciduous dentition permanent dentition 
Age last birthday (vears) _— : nee res = ; Pita SA. le St eee 
1952 1957 1952 1957 1952 1957 


(N=1,950) | (N=2,872) 


5 = eae 60 67 36. 7 268. 7 98. 3 98. 5 
ae = 171 245 26. 9 2 40. 0 81.3 294,3 
7_- — 211 256 Ze. a 21.9 50. 7 274.2 
& ; 181 251 14.9 | 6.7 32. 6 253.3 
9 223 239 18. 4 | 20. 1 19. 7 eS aa | 
10 ; = 199 220 33. 7 30. 9 16. 6 225.5 
1] r 191 L577 52. 4 54. ¥ 12. 6 14. 0 
12 228 397 a4. 2 iio 8. 3 ics 
IB. = be 233 468 91.0 91.9 6.9 5.3 
14 188 446 94. 1 93. 3 3. 7 4.3 
15 3 65 126 100. 0 93. 7 eel 3. 4 


1 All children are native born and are continuous residents of the area; none has received topical fluoride or 
other caries-preventive treatment. 
2 Difference significant at the P=.01 level. 


more children had caries-free deciduous teeth. 
Differences in permanent teeth ranged upward 
from 16 percent at the age of 6, with the greatest 


difference in 9-year-old children. At this age, Figure 1. Mean numbers of deciduous and — 
' ’ manent teeth with caries in native-born chil- 


nearly twice as many children with caries-free dren of Montgomery and Prince Georges 















permanent teeth were observed in 1957 as in Counties, Md., 1952 and 1957. 
1952. 

Mean numbers of deciduous and permanent ee ee 
teeth with caries experience (the defand DMF | / 
means, respectively) are shown in table 2 for © BL —— /952 /} - 
each age group in each of the study years. In ~ . eaP 
1957, fewer def teeth per child were found in = | 
children up through the age of 7 years and & ae 
fewer DMF teeth per child in all age groups, & | 
than in 1952. Differences were significant in - 6 > 7 
deciduous teeth for children 5 and 6 years of = & 
age and in permanent teeth for children aged a a: J Z 
6-11 years. Data for the 2 years are compared x 4 
in figure 1. . | Deciduous teeth 

The incidence of new carious permanent = Tr | 
teeth for each age-cohort over the period of ws | 
observation is pictured in figure 2. Children wu 3 + / . 
who were 10 years old in 1952, for example, . | 
had an average of 3.09 DMF teeth; at the ©& J 
age of 15 years, 5 years later, the average had S “7 
risen to 8.14, a mean increment of 1.01 new 2 
DMF teeth per child per year. For children = i+ 7 
9 years of age and younger, the incidence is = 
shown from a zero point at the age of 5 years, 0 
the time at which permanent teeth begin to 7 7 9 T 13 15 
erupt. Ifa straight edge is laid along each of AGE AT LAST BIRTHDAY 
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Figure 2. 
cayed, missing, or filled teeth in native-born 
children of Montgomery and Prince Georges 
Counties, Md., by age groups. 
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Table 2. Mean numbers of def ' deciduous and 
DMF * permanent teeth at the outset of fluori- 
dation and 5 years later, Montgomery and 
Prince Georges Counties, Md.° 


Mean numbers of Mean numbers of 

Age last def deciduous DMEF permanent 
birthday teeth teeth 

(years) 


1952 1957 | 1952 | 1957 


5. 2.77 41.30 0. 03 0. 00 
6 3. 67 42.76 41 4.10 
t. 4. 04 3. 68 1. 09 4.54 
... ‘ ep. 4.19 1.90} 41.05 
3. 43 3. 74 2. 42 41.59 
10_. 2. 30 2.31 3. 09 42.49 
it... 1. 29 1. 36 4. 39 43.04 
.. 47 18 4. 96 4. 28 
ae ; 16 14 6.15 5. 64 
) ae 07 07 7. 66 6. 73 
| ree 00 06 8. 57 8. 14 





1 Decayed, extraction indicated, or filled. 

2 Decaved, missing, or filled. 

3 All children are native born and are continuous 
residents of the area; none has received topical fluoride 
or other caries-preventive treatment. 

4 Difference significant at the P=.01 level. 
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Table 3. Expected and observed incidence of 
new DMF ' teeth in children using fluoridated 
water between 1952 and 1957, Montgomery 
and Prince Georges Counties, Md. 


Incidence of new DMF 
Age at teeth per child per year 
time of | oa =e 
fluoridation 
Expected ? Observed 


Age interval 
(years) 


10-15 10 1. 10 1. O1 
9-14 9g 1. 05 86 
8-13 8 . 85 rE 
7-12__ 7 ey ay 64 
6-11- 6 . 80 3 
s—10_ | 5 62 0 
5-9 4 . 60 40 
5-8 3 63 35 
5-7 bos 2 55 2G 
5-6 ] 41 10 


1 Decaved, missing, or filled. 
2 Tf 1952 rates had remained unchanged. 


these incidence slopes in succession, it will be 
noted that the rate of caries increase is succes- 
sively lower in each younger age group (see also 
table 3). 

Mortality rates for permanent teeth were im- 
portantly lower in 1957 than in 1952, showing 
an overall decline at ages 6-13 of about 45 
percent. But this change cannot be ascribed 
wholly to fluoridation, since a school dental 
health program was begun in the larger county 
shortly after the study began, and children 
examined in 1957 had, on the average, about 
one-third more filled teeth than were seen in 
children of the same ages in 1952. Filled teeth 
comprised 44.8 percent of the total number of 
DMF teeth in 1952 and 66.5 percent of the 
total number of DMF teeth in 1957. 


Permanent First Molars 


In the 2 years under consideration, most of 
the DMF teeth observed in children through 
10 years of age were permanent first molars. 
Considerably fewer DMF first molars were 
found in 1957 than in 1952, with the differences 
generally related to the age of the children at 
the time of fluoridation. Table 4 shows the 
numbers of DMF permanent first molars which 
would have been counted in 1957 had the 1952 
attack rates remained unchanged; these num- 
bers are compared with the actual numbers 
seen in children aged 5-12 years. 
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Expected and observed numbers of carious first permanent molars in native-born children 


of Montgomery and Prince Georges Counties, Md., 1957 


Table 4. 
Age at time 
Age group (years) of fluorida- 
tion 
5 < 
6 
7. 
8 _ 
y 
10 — 
11 
er 


1 Tf 1952 caries attack rates had remained unchanged. 


2 Difference significant at the P=.01 level. 


In table 5, caries attack rates for permanent 
first molars computed from the 1952 data are 
compared with attack rates actually observed 
during this fifth year of fluoridation in those 
children aged 6-12 years who were examined 
in 1956 and reexamined in 1957. Though more 
caries-free first molars were present in children 
of each age group in 1957, these teeth were de- 
caying at approximately the 1952 rates in chil- 
dren who were 4 years of age or older at the 
time of fluoridation. In children 3 years of age 
or younger at the time of fluoridation, attack 
rates were sharply and significantly lower than 
those seen in 1952. 

In general, attack rates in mandibular first 
molars were more severe than attack rates in 


Table 5. 


NOOR Nee 


Carious 
first molars 
observed 
(>=2,820) 


Carious 
first molars 
expected ! 

(3=3,529) 


Difference 
(percent) 


Number of 
children 
(N = 1,832) 


67 2 0 100. 0 
245 100 25 2 — 75. 0 
256 277 138 2 — 50. 2 
251 471 263 2 —44,2 
239 523 368 2 29. 6 
220 572 413 2 —927.8 
157 449 404 —10.0 
397 1,135 1, 209 +6. 5 


maxillary first molars, but both tended to follow 
the same patterns with age. 


Older Children 

Children 12 years old or older have been 
slower to exhibit a caries-inhibitory effect fol- 
lowing fluoridation than younger children, 
when comparisons are based on lifetime caries 
experience. The incidence of new DMF teeth 
in children aged 13 or 14 years at the end of 
the third year of fluoridation in these Mary- 
land counties has been reported in an earlier 
paper (70). At the time of fluoridation those 
children were 10 or 11 years old. No decrease 
in the incidence of caries was evident in that 


group during the 1954-55 year. 


Caries attack rates in first permanent molars, 1956—57, the fifth year of fluoridation, native- 


born children of Montgomery and Prince Georges Counties, Md. 


Expected ! 


Age last birthday (vears) 


Observed in children examined in 1956 and again in 
1957 ° 


Number of | Mean teeth Attack Age at 
children at risk 2 rate? time of 

fluoridation 

37 2. 756 42.9 1+ 

192 3. 945 48.4 2+ 

180 3. 200 413.0 3+ 

186 3. 022 18. 0 4+ 

176 2: ivi 24. 1 5+ 

116 1. 922 22.9 6+ 

121 1. 248 30. 4 7+ 


2 Number of teeth per child that were caries-free at the beginning of the year and those that erupted during the 


Mean teeth Attack 
at risk 2 rate 3 
6 2 2. 4100 13. 
7 3: 330 20. 
8 2. 897 A fe 
9 . 2: 121 14. 
10 1. 812 aA 
a. 1. 402 18. 
12 > 1. O89 Q. 
1 Computed from 1952 data. 

year. 


3 Percentage of teeth becoming carious during the year. 


4 Difference significant at the P=.01 level. 
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Table 6. Mean numbers of DMF ' permanent teeth in 653 boys and girls 13 or 14 years of age at 
the beginning and end of the fifth year of fluoridation (1956-57), Montgomery and Prince 


Georges Counties, Md. 


Type of tooth 


| Expected ? 


Maszillary 
Central incisor- : : 
Lateral incisor_--- at = 
Cuspid___ B Bas 
First’ bicuspid 
Second bicuspid - Be hc 
First molar-_---_-_- & 
Second molar_ 


All maxillary teeth. - 


Mandibular 
Central incisor_-___- Wy 2 
Lateral incisor__ 
Cuspid=...- sak ny 
First bicuspid — pee 
Second bicuspid - - - --- i pes 
Pavst aBOlal a Soo : a ops 
Second molar__- ean weak _ 


All mandibular teeth 


All teeth re Bes eaten: Sublp 


1 Decayed, missing, or filled. 


2 If rates observed in 1952 had remained unchanged. 


Similar data for the 653 children examined 
in 1956 and reexamined in 1957 who were 13 or 
14 years of age at the end of the fifth year 
of fluoridation are shown in table 6. The differ- 
ences between expected and actual numbers of 
teeth in eruption, in this group, were negligible ; 
means of 26.33 and 27.38 teeth would have been 
expected on the basis of 1952 eruption data, and 
means of 26.24 and 27.35 teeth were actually 
observed. In 1957 there were slightly but sig- 
nificantly more DMF permanent first molars 
than had been seen in 1952. Means for the 
relatively caries-immune mandibular incisors 
and cuspids were essentially the same. Means 
for all other tooth types were significantly 
lower. 

Crude incidence data may be computed from 
table 6. However, because of the greater num- 
hers of teeth at risk, comparison with 1952 find- 
ings is more valid when based on attack rates 
table 7). In general, the differences between 
«xpected attack rates and those observed during 
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Mean numbers of DMF teeth 





Start of year End of year 








Observed | Expected ? | Observed 
0. 43 3 (0. 30+ 0. 025 0. 49 30. 39+ 0. 028 
. 43 3.33+ .025 On 3.40+ . 027 
. 04 3,.01+ . 005 | O07 | $.02+ .006 
. 14 . 14+ .016 . 26 | 3.19+ .019 
Pye! -114+ .014 . 24 19+ . O19 
1. 36 31.50+ . 030 1. 50 31.664 . 027 
. 40 3. 22+ .022 . 70 +. 43+ .028 
2. 93 2. 61 3. 78 3. 29 
0. O07 0. O8 + 0. 015 0. O7 | 0. 11+0. 017 
07 . 06+ .012 . O8 .0O8+ .014 
. Ol .O1+ .005 . 02 .02+ . 007 
. 04 . 03+ . 008 . O9 *.Qo+ . O10 
ee: ADA ORG . 20 $.17+ .018 
1. 62 164+ . 028 1. 67 31.734 . 024 
. 73 3.434 .029 1. 07 3.73+ .034 
2. 68 2. 36 3. 22 2. 87 
5. 61 34.974 .129 | 7. OO 36.164 .147 


3 Difference significant at the P=.01 level. 


this fifth year of fluoride exposure are related 
to the age of the tooth at the time of fluorida- 
tion. Permanent first molars, for example, had 
been in eruption about 3 years when first ex- 
posed to fluoride; the few remaining caries-free 
first molars were actually becoming carious at 
a faster rate than would have been predicted 
from 1952 findings. At the other end of the 
scale, permanent second molars, which erupted 
2 to 3 years after fluoridation, began, included 
significantly fewer carious teeth at the begin- 
ning of the year (see table 6), and attack rates 
during the year were sharply and significantly 
lower than expected. Attack rates were lower 
in all teeth erupting after fluoridation, but in 
only one of the teeth (the maxillary lateral 
incisor, with the shortest time at risk at that 
point) which were in eruption before fluorida- 
tion began. 

Differences between expected and observed 
caries attack rates (omitting the mandibular 
incisors, teeth with attack rates too low for va- 
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Table 7. Expected and actual caries attack rates in 653 boys and girls 13 and 14 years of age during 
the fifth year of fluoridation, Prince Georges and Montgomery Counties, Md., 1956-57 











Years at | Mean DMF per child Attack rate during | Total teeth becoming 
risk at at start of year year ° carious in year 
Type of tooth start of |__ wens aa Ore a : oe iaee-t. Sul We — 
fluorida- ; | 
| tion ! Expected?| Observed | Expected?) Observed | Expected 2 | Observed 
Teeth in eruption and at risk of caries prior to fluoridation 
Mandibular central incisor __ 3. 08 0. 07 0. 08 0 1.2 0 15 
Mandibular first molar 2. 96 1. 62 1. 64 12. 0 424. 4 28 ay 
Maxillary first molar : ; 2. 86 1. 36 1, 50 22. 5 431.2 73 101 
Maxillary central incisor_-_- -- 2. 03 13 30 3. 8 5.3 42 59 
Mandibular lateral incisor____- 2. 01 O07 |} 06 rs... A. 3 5 14 
Maxillary lateral incisor _ - -—-.- . 95 . 43 2) 5. 2 2 55 15 
J [a ee 2 ae ee ere 2. 32 3. 98 3. 92 9 5. 5 203 291 
Teeth erupting after fluoridation 

Mandibular cuspid = 1. 06 0. 01 0. 01 0. 5 0. 2 7 3 
Maxillary first bicuspid__---- L 27 .14 14 6.7 43.1 8] 37 
Mandibular first bicuspid - — 1.29 . 04 03 2. 4 OR 3] 13 
Maxillary cuspid__--_------ 2. 02 . 04 01 1.9 .o 23 6 
Maxillary second bicuspid 2. 07 . 14 1] 6. 0 4.8 71 57 
Mandibular second bicuspid___ 2. Ah Be 11 5. I 34 59 36 
Mandibular second molar- y AY do 13 29. 1 420. 3 280 196 
Maxillary second molar_-_-- ; 3. 22 . 40 22 21.5 (43.3 224 139 
Total__- POSSE a0 et 1. 95 1. 64 1. 06 8. 3 5. 2 776 487 


1 Measured from the median time of eruption to the mean age of the group at the time of fluoridation. 


2 If 1952 rates had remained unchanged. 


> The percentage of teeth which were free of caries at the 


which became carious during the year. 

‘ Significantly different at the P=.01 level. 
lidity in a sample of this size) are shown in 
figure 3. In preparing this illustration teeth 
have been numbered from the midline toward 
the posterior part of the mouth. A bracket 
open at the top indicates position in the upper 
jaw, and a bracket open at the bottom indicates 
position in the lower jaw. The numeral 3 in 
a bracket open at the bottom, for example, indi- 
cates the mandibular cuspid. 


Discussion 


So far as the deciduous dentition is concerned, 
little caries-inhibitory effect is evident in the 
data for children who were 2 years old or older 
at the time of fluoridation (7 years old or older 
in 1957). The most striking difference is shown 
in children aged 5 years in 1957, whose first 
waterborne fluoride exposure occurred during 
the period of calcification, and hence prior to 
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beginning of the year, or erupted during that time, 


eruption, of these teeth. Six-year-old children 
showed an intermediate degree of inhibition. 
Their deciduous teeth were fully calcified, but 
not in eruption, at the time fluoridation began. 

Similarly, the younger the child at the time 
of fluoridation the greater the degree of caries 
inhibition in permanent first molars. In older 
children the greater degree of caries inhibition 
Was seen in those tooth types first exposed to 
fluoride at the earlier stages in development. 
The critical point would seem to be the time of 
eruption. Tooth types with first fluoride ex- 
posure essentially coincident with eruption show 
minimal caries inhibition, and those in erup- 
tion 2 to 3 years at the time of fluoridation show 
no inhibitory effect which can be detected in 
counts of DMF teeth. In short, at this point 
(the fifth year of fluoridation) and measured 
in this way, the degree of caries inhibition in 
any tooth type seems to be a simple function 
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Differences between expected caries 
attack rates and rates observed during the 
fifth year of fluoridation, by eruption status of 
teeth, Montgomery and Prince Georges Coun- 


Figure 3. 


ties, Md. 
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YEARS IN ERUPTION AT THE BEGINNING OF FLUORIDATION 


of the length of fluoride exposure prior to erup- 
tion and the consequent risk of attack by dental 
caries. 

Attack rates for children 13 or 14 years of 
age were slightly higher than expected during 
the third year of study (70), and they continued 
to be higher in permanent first molars in chil- 
dren of these ages in this fifth year. These 
facts suggest that (a) the prevalence of caries 
in this area may have been following an upward 
trend at the time the study was initiated, or 
(b) there may have been a gradual shift to- 
ward more stringent criteria over the course 
of the six yearly examinations. 

Some such shift is inherent in the increased 
numbers of filled teeth. Bitewing X-ray exam- 
ination is standard procedure in private dental 
offices in the area, which means that a propor- 
tion of these fillings represented lesions which 
could not have been detected by mirror and ex- 
plorer until the following year. 

In either event, the effect of such a shift would 
be toward a slight underestimation of the true 
magnitude of caries reduction. 


Vol. 74, No. 4, April 1959 


Summary and Conclusion 


A group of white, native-born children in 
Prince Georges and Montgomery Counties, Md., 
has been examined yearly since fluoridation of 
the community water supply in 1952. Their 
total caries experience after 5 years of fluori- 
dation and the incidence of caries during the 
fifth year are compared with data from the 
baseline examination. 

In this group at this time caries inhibition 
seems to be a simple function of the length of 
fluoride exposure prior to eruption of teeth and 
the risk of caries attack. 
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Simplified Method 


of Setting Clinic Fees 


N its community mental health program, 

Minnesota is using the Federal income tax 
paid the previous year as the base for estab- 
lishing the maximum fee for clinic psychiatric 
service. This method eliminates time-consum- 
ing investigations and complicated mathe- 
matical calculations. Yet it provides fee 
schedules tied to the patient’s ability to pay, as 
required by State law. (Community Mental 
Health Services Act, 1957.) 

The Federal income tax a patient pays is a 
fairly reliable index of his real economic situa- 
tion, since it takes into account, in addition to 
income, such factors as number of dependents, 
other taxes paid, interest, and excessive medical 
and dental expenses. Still another advantage 
of using this figure is its ready availability, for 
almost everyone keeps a copy of his Federal 
income tax forms from year to year. 

Currently, the maximum charge per clinic 
visit per family in the Minnesota community 
mental program is 1 percent of the Federal in- 





Dr. Hodges, now assistant professor of educational 
psychology, University of Minnesota College of Ed- 
ucation, Minneapolis, was until January 1959, the 
psychological consultant for the community mental 
health services program, Minnesota Department of 
Public Welfare, St. Paul. Dr. Cameron is director 
of the welfare department’s division of medical 


services. 
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come tax. (A family rate is provided when 
more than one member is attending the clinic, 
based on 1 percent of the Federal tax divided 
by the number of family members receiving 
service.) This percentage was set by the de- 
partment of welfare, in consultation with pri- 
vate psychiatrists and lay groups concerned 
with mental health, to give what are believed to 
be realistic fees for service in this program. 
The percentage may easily be manipulated to 
alter the charges or to keep the charges the 
same should the base be altered (a change in 
the Federal tax rate, for instance). Examples 
of the fees that would be charged according to 
the 1 percent formula are given in the table. 

In addition to the maximum percentage, a 
$10 fee was set as the absolute maximum that 
could be charged. Prospective patients able to 
pay more than $10 according to their income 
tax payments should be referred to private 
psychiatric services. 

No charge, or only a token charge, is made if 
the individual paid no tax. Local mental health 
centers are free to make allowances for recent 
changes in income or other extenuating cir- 
cumstances in setting fees within the statewide 
maximums. 

Choice of these procedures for establishing 
fee schedules followed a survey of methods used 
in 92 outpatient clinics in Illinois, Minnesota, 
and New York and in the clinics of California’s 
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community mental health program. In all the 
grant-in-aid clinics, provisions are made for 
the care of psychiatrically indigent patients. 
Among patients making some payment the me- 
dian minimum fee was 25 cents, for persons 
with annual incomes of less than $2,000. The 
median maximum fee was $15, for patients with 
annual incomes of more than $7,000. 


According to the survey, the fees charged are 
very similar from clinic to clinic and State to 
State, but the method of arriving at the annual 
income figures upon which the fee is based 
varies tremendously. Some clinics use a gross 
income figure, and others use an adjusted an- 
nual income figure calculated by complicated 
procedures which require considerable time. 





Gross 
income 
$4, 500 
Single person ‘ 
with no dependents 5, 000 
(1 exemption) 6. 000 
4, 500 
Married person 
with no dependents, >, 000 
joint return 6. 000 
2 exemptions 
( ' 7, 000 
4, 500 
9, 000 
Married person 6. 000 
with 3 children 
(5 exemptions) 7, 000 
8, 000 
9, 000 





Examples of maximum fees for psychiatric clinic visits 


Minnesota community mental health program 


1 Computed by subtracting $600 per exemption and the standard 10 percent deduction. 


Taxable Taxes Maximum fee 

income ' paid per visit 

$3, 450 $719 $7. 19 
3, 900 818 8. 18 
1, 800 1, 048 10. 48 
2, 850 970 D. 70 
3, 300 660 6. 60 
1, 200 344 8. 44 
5, 100 1, 042 10. 42 
1, 050 210 2. 10 
1, 500 300 3. 00 
2, 400 480 4. 80 
3, 300 660 6. 60 
4, 200 844. 8. 44 
3, 100 1, 042 10. 42 
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Studies of Atherosclerosis 


A Diet Record Technique 


MARY HELEN R. GOODLOE, B.S., CARROLL B. QUINLAN, M.D., 
and J. GORDON BARROW, M.D. 


DIET record technique adapted by us for 

use in a study of the dietary habits of 
Trappist and Benedictine monks is described 
in this report. The study was undertaken to 
determine whether the dietary habits of the two 
monastic populations differed — sufficiently, 
especially as regards fat intake, to make them 
suitable for investigating the relationship be- 
tween the development of atherosclerosis and 
dietary habits. No detailed analysis of the diets 
is given in this paper. 

Participation in the study was on a com- 
pletely voluntary basis. Sixty-five Benedic- 
tines (93 percent of the community) and 82 
Trappists (97 percent of the community) par- 
ticipated in the study. 

The Trappist community abstains from eat- 
ing meat and consumes a lacto-ovo-vegetarian 
diet. Previous studies (7,2) of the Trappist 
diet suggested that it was much lower in fat 
content than the one consumed by most. Ameri- 
cans. The Benedictine commuiity, on the other 
hand, is omnivorous, consuming a diet which in 
outward appearance is typically American. 

Both monasteries are cloistered and their 
regulations prohibit women from entering the 
community. Since we did not have a male nu- 
tritionist to conduct individual dietary inter- 
views, the dietary history technique described 
by Burke (3) was not feasible. The size of the 





The authors are associated with the Heart Disease 
Control Program of the Georgia Department of Pub- 
lic Health, Atlanta. Mrs. Goodloe is research nutri- 
tionist, Dr. Quinlan, associate director, and Dr. Bar- 
row, director of the program. Their research was 
supported by Grant No. H—3262 from the National 
Heart Institute, National Institutes of Health, Public 
Health Service. 
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communities, the long-term aspect of the study, 
and the lack of personnel and of laboratory 
facilities precluded the use of detailed balance 
studies involving measured food intake and 
fecal and urinary output. These unique cir- 
cumstances required that a suitable technique 
be devised for obtaining reliable and valid in- 
dividual diet characterizations. The repetitive 
diet record technique (4) described below was 
felt to be the most suitable for our purpose. 

The two religious communities have many 
things in common regarding the preparation 
and serving of food. However, there were cer- 
tain differences which required that the dietary 
record technique be modified slightly in each 
monastery. 


The Qualitative Aspect 


In both the Trappist and Benedictine mon- 
asteries the monks eat in a common refectory, 
and the food is prepared in a central kitchen. 
There is no selective menu in the sense of a 
choice of foods. Their only choice is whether 
or not they eat what is served and in the quan- 
tity of each item consumed. 

The information obtained from the monastery 
cook in the central kitchen during the study is 
termed by us the “qualitative aspect” of the diet 
record. The method of deriving this qualita- 
tive information was as follows in both monas- 
teries. On the day selected for dietary study 
the physician (Quinlan), acting as liaison 
between the monastery and the research nutri- 
tionist (Goodioe), obtained from the monastery 
cook the following information : 

1. The recipes for each food prepared, in- 
cluding brand and trade names of the ingre- 
dients used. 
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2. The total amount of each food prepared 
and served to the community. 

3. The number of monks who ate the meal. 

4. The amount of each food which was re- 
turned to the kitchen as waste. 

5. In the case of individual food servings, the 
weight, size, or number of items in a serving 
(for example, the weight of one pork chop, the 
number of peach halves in a dessert serving, the 
weight of a slice of bread, and soon). 


The Quantitative Aspect 


Although both monasteries prepared their 
food similarly in a central kitchen, the method 
of serving the food differed in the Trappist and 
Benedictine communities. 

In the Trappist monastery the main food 
items were served from a common table. Each 
monk received an equal amount of each food 
and drink. Thus each monk received one serv- 
ing of potato, one bowl of soup, one tin of 
The Trappists 
were not allowed second helpings of these basic 


coffee, one dessert, and so on. 


foods. There were, however, a few items, such 
as bread, sugar, and peanut butter, which could 
be taken as desired. 

The food in the Benedictine monastery was 
served in a different manner. The food pre- 
pared in the central kitchen was placed on the 
common refectory table, and each monk took as 
much or as little of each food as he desired. 


Many of the foods had been divided in the 
kitchen into individual servings (for example, 
one baked pork chop, a brick of ice cream, and 
so on), although there were a few foods, such as 
mashed potatoes and string beans, which were 
served in bulk form. 

The information obtained from each monk 
during this study has been termed the “quanti- 
tative aspect” of the diet record. This quanti- 
tative obtained in both 
monasteries from diet records kept by the 
monks. On the day selected for dietary study 
ach monk was given a mimeographed menu 
listing all the food items which were being 


information was 


served on that particular day. Each monk took 
this menu with him to the refectory and noted 
during the meals the number of servings of each 
item which he consumed. Additional space was 
allotted on the diet questionnaire to indicate 
foods which were provided on special diets or 
eaten between regular meals. 


Standardization of Food Servings 


Since each monk reported bulk items in his 
quantitative diet record in terms of the number 
of servings consumed, it was necessary to stand- 
ardize the amount represented by “a serving.” 

This standardization of servings was not dif- 
ficult in the Trappist monastery since each 
Trappist monk was served the same amount of 


food from a common table. A sample meal was 


Method used in a dietary record technique for deriving average caloric intake per person per day ina 
Trappist monastery 





Type of day 


Fast day: 


Diet No: 1. ..2-.5.. a ea eas Bowers ae 


PHEGING: So. 422-25. ee eke 
Feast day: 


Diet No: 4... 2. 2. =: ecie yea a a Nets ot) 


Regular day: 
LTS SCP i i ee ae 
DIGGING! Boe ee Se po ee etter tne 
POIRG PHO oss cae nl Sear ee ee 


OGRE oss 


| 
| 
| 
| 
| 
| 





Average Frequency 

Calories per | value for | — of each 
diet | each type | type of day 
of day | during year ! 


Total yearly 
value for 
each type of 
day (in 
calories) 


| 


9 22° 

? re i 2, 375 | 103 | 244, 625 
| | | 

4421 | 4, 421 | 60 | 265, 260 

3, 350 h | | 

3” 508 | 3. 394 | 202 | 685, 588 

















Daily average (total -- 365)_.-___------------- Te, AT EE Ey. Rea (Tere RO ey | 3, 275 
1 Represents the method of weighting the caloric intake for each type of day. 
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brought from the Trappist monastery to the 
research nutritionist who measured the amount 
of each serving by weight and volume. Items 
such as sugar and peanut butter, which were 
available in any quantity desired, were reported 
according to the number of spoonfuls consumed, 
using a standard soupspoon which-we supplied 
the monastery. The capacity of all ladles, 
scoops, drinking mugs, and soup bowls used in 
serving the food was carefully measured. 

The standardization of food servings at the 
Benedictine monastery was difficult only for 
those items which were not prepared as indi- 
vidual servings but were presented in bulk 
form. In order to standardize these servings, 
standard food models were demonstrated at the 
monastery showing the monks several examples 
of what we considered one standard serving. 
They were requested to keep this idea of a serv- 
ing in mind when they filled in the quantitative 
diet record. 


Reproducibility and Accuracy 

A review of repetitive diet records shows that 
individual monks regularly eat the same amount 
of certain foods such as bread, sugar, and coffee. 
This fact strengthens the argument for the re- 
liability of this diet record technique (4). 

In order to check the accuracy with which 
the participants filled in the quantitative diet 
record sheet, the amount of a given food item 
reported by all the monks was totaled (for ex- 
ample, the total number of servings of mashed 
potato reported consumed by the whole com- 
munity). This figure was compared with the 
total quantity of this food item which the cook 
reported he had prepared minus the waste 
which was returned to the kitchen. It was 
found that these two figures agreed closely 
when checked many times with different foods. 

It is interesting that the results obtained for 
the Benedictine monks, whom we considered to 
be consuming an average American diet, 
checked closely with dietary studies (6,7) of 
other populations elsewhere in this country as 
regards total calories and percentage of calo- 
ries from fat, protein, and carbohydrate. 


Technique of Dietary Computation 
The recipes obtained from the monastery 
cooks were analyzed, and the calories and nu- 
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trients in a serving of each food were calculated 
by using standard food tables (8-17). In ad- 
dition, two food items in common usage were 
analyzed by the Georgia Department of Agri- 
culture. The wheat grown by the Trappists 
and used in making bread, which is a staple 
item in their diet, was analyzed for fat and pro- 
tein content (fat, 1.4 percent; protein, 13.0 per- 
cent). The milk in use at each monastery was 
analyzed for fat content (Trappist, 5 percent; 
Benedictine, 5.4 percent). 

This information was combined with the 
quantitative aspect of the diet record filled out 
by each monk, and a complete dietary analysis 
for each individual was computed for that day 
in terms of the following dietary components 


(9) : 


Calories 

Animal protein, gm. 
Vegetable protein, gm. 
Animal fat, gm. 
Vegetable fat, gm. 
Cholesterol, mg. 
Carbohydrate, gm. 
Calcium, gm. 
Phosphorus, gm. 

Iron, mg. 


Vitamin A, IU 

Thiamine, mg. 

Riboflavin, mg. 

Vitamin C, mg. 

Saturated fatty acids, gm. 

Unsaturated fatty acids, 
gm.: linoleic acid, gm. ; 
linolenic acid, gm.; ara- 
chidonic acid, gm. 


Selection of Days for Study 


The diet in both monasteries is affected by 
seasonal variation and religious tradition 
(7.2). The winter and summer diets differ, and 
these in turn may be subdivided into fast days, 
feast days, and regular days. The study days 
in each community were selected arbitrarily 
with the provision that both summer and win- 
ter, and fast, feast, and regular days were rep- 
resented. Care was taken to space the study 
days throughout the year. Weekends, periods 
of fast (such as Fridays and Lent), and special 
feast days were equally represented in the diet 
study days chosen in each community. 

On several occasions the monastery cook was 
requested to keep a 10-day record of the foods 
which were served in the monastery. These 10- 
day surveys were reviewed to make sure that 
the study days differed in no way from the 
menus which were being served in the monastery 
on days which were not being studied. 

In calculating the average diet for the year 
for each monk the results of the individual daily 
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diets studied were weighted in proportion to 
the frequency with which that type of diet ap- 
peared during the year. For instance, six diets 
were studied for each individual in the Trappist 
monastery; one feast day, two fast days, and 
three regular days were represented. The 
weighting of each diet in obtaining the average 
diet. for the year was accomplished as follows. 

There were 202 regular days in the year. 
The nutrients on three of these days were aver- 
aged and multiplied by 202. These total values 
for regular days were added to the total values 
for the same nutrients on feast days and fast 
days weighted in the same fashion, and the 
yearly total was obtained. Dividing any one 
of these totals by 365 yielded the average daily 
consumption of this particular nutrient by this 
individual monk (see table). 


Preliminary Results 


A wide variation in dietary habits between 
monks within each group has been observed, 
and this has led us to believe that any epidemi- 
ological study of the relationship between diet 
and atherosclerosis must take into consideration 
the average individual dietary intake and not 
the average food habits of that particular group. 
Therefore, on planning further study of these 
two groups it is felt that continued individual 
diet analysis will be necessary. 

Repetitive diet records were obtained for 82 
Trappist monks and 65 Benedictine monks. 
Six diets were calculated for each Trappist and 
4 for each Benedictine. Preliminary results 
were: 


Calories Benedictine Trappist 
Average Her CARY... 6425252332 2, 896 3; 208 
Wat (percent). =. =-----2-=-—- ats 45 26 
Protein. (percent)... 2. .....=.- i 10 
Carbohydrate (percent) —------~- 42 64 


Statistical analysis in relation to fat content 
of the respective diets has shown that the two 
groups differ significantly in their percentage 
of calories derived from fat (¢ test: P<0.001). 


Summary 
In a repetitive dietary record technique 
adapted for use in a study of Trappist and 
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Benedictine monks, quantitative and qualitative 
dietary records were used in calculating average 
daily individual dietary intake. Results indi- 
vate that the method is a substantially reliable 
and accurate one. 

Preliminary findings show a significant dif- 
ference in the fat content of the diet of the two 
communities. It is concluded that the two 
groups are suitable for the study of the relation- 
ship between dietary habits and atherosclerosis. 
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Yaws in Gwagwalada 


A request by medical authorities at Kaduna, cap- 
ital of the Northern Region of Nigeria, for a survey 
of prevalence of yaws brought me to the small terri- 
tory of Abuja where, shortly after 6 a. m., I met the 
local emir. He asked me, as a personal favor, to 
examine and treat the members of his household. At 
his harem, | examined his four wives, relatives, ser- 
vants, and a great number of children; my nurse gave 
each the prescribed injection of penicillin. 

An hour later, we packed our equipment into the 
Land Rover, and, followed by the emir in his car, 
drove 75 kilometers to Gwagwalada. Several hun- 
dred people were waiting, sitting quietly on the 
ground in the village square. They had come from 
15 or 20 different villages. Some had walked 10 to 
15 kilometers that morning. I set up my table in 
the square, with the emir on my left and on my right 
a nurse who noted the results of the examinations on 
a separate record for each patient. 

It is not strictly necessary to give treatment when 
making a survey of this kind. But these people had 
come so far and so seldom see a doctor that we had 
agreed, although it meant extra work, that each man, 
woman, and child should get an injection of peni- 
cillin. It would cure yaws and many other ailments, 
such as ulcers, infected sores, pneumonia, and 
gonorrhea. 

One patient followed another in a steady stream. 
After being examined and registered, they went to 
the treatment hut where a male nurse scrubbed each 
right buttock with soap and water and an assistant 
dried and swabbed it with alcohol. The patients then 
placed both hands on a waist-high horizontal bar 
while a specially trained nurse gave the intra- 
muscular injection of the dose prescribed. The vil- 
lagers laughed and joked as they passed along the 
line. 

As I worked I noticed that the farther the villages 
were from the road, the more their people suffered 
from yaws. Gwagwalada had only 1 percent of 
infectious cases and 4 percent of yaws of all types; 
villages 10 to 15 kilometers away showed rates of 7 
percent and 13 percent. 
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INTERNATIONAL MAIL POUCH 


At 4p. m. new groups of men and women, carrying 
their children, began to arrive. They came from an 
almost inaccessible village, reached only by fording 
2 or 3 big rivers. They had not been told to come, 
but, hearing about a doctor who was giving away a 
marvelous remedy which would cure many ills, they 
had set out forthwith on their long, hard trek. One 
of them, an old man carrying a child of 5 or 6 years, 
told me it was the first time anything like this had 
happened to his people. 

The day’s work ended at 6 p. m., and we were very 
tired. Since early morning we had seen and treated 
2.125 persons. Our supply of penicillin was finished, 
and the treatment hut looked like a battlefield. 


—Dr. JEAN FRAISEE, medical director of the anti- 
yaws campaign in Nigeria, summarized from his 
report published in World Health, September— 
October 1958. 


Rehabilitation Bookshelf 


The International Society for the Welfare of 
Cripples and the Committee for the Handicapped of 
the People to People Program has given a 43-volume 
rehabilitation bookshelf to the Faculty of Medicine, 
Istanbul University. It is the first such gift to a 
library in another nation. 

In behalf of the society and the committee, Wil- 
liam C. Gorthy, director of the Institute for the 
Crippled and Disabled in New York City, presented 
two token volumes to Dr. Uveys Maskar, acting 
dean of the faculty in Istanbul, on November 20, 
1958. 

The token volumes, tooled, stamped, and hand- 
bound in fine leather by handicapped clients re- 
ceiving training in the institute’s vocational reha- 
bilitation service, were Rehabilitation Center Plan- 
ning, published by the Department of Health, Edu- 
cation, and Welfare, and Rehabilitation, A Commu- 
nity Challenge, by W. Scott Allan. 


Correction: The editors regret the error that linked 
the campaign against rats in Korea, reported in Feb- 
ruary, to the typhoid fever program. The error was 
not the author’s. 
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Community Responsibility for Mental Health 


JOHN D. PORTERFIELD, M.D. 


HE OTHER night, as bedtime literature, 

I resumed reading in the Evans’ Diction- 
ary of Contemporary American Usage and ran 
across this bit of historiography stimulated by 
the words “incubus” and “succubus.” 

“In former times,” they write, “when demon- 
ology was a more exact science, an éncubus was 
a male demon which haunted the sleep of 
women and was responsible for their bearing 
witches, demons, and deformed children. The 
innocent maiden, however, plagued by his ad- 
vances could protect herself with St. Johns- 
wort and vervain and dill. The succubus was 
the female counterpart. The offspring of the 
union of a man and a succubus was demonic, 
but the proper prayers, spells, or charms re- 
cited by the man upon awakening would pre- 
vent its conception. These distinctions no 
longer hold in standard common usage, but the 
learned preserve them and delight in them.” 

After twinkling briefly over the sly dig at 
the learned class to which the Evanses inescap- 
ably belong, I made a mental note to inquire 
on the following day whether St. Johnswort, 
vervain, or dill had any medical properties 
either separately or in combination, and gave a 
less specific instruction to my subconscious to 
check on modern analogues of spells and 
charms. 

I would consider with you for a few moments 
this question of spells and charms and the 
modern counterparts in what we now call men- 
tal health. 

It should be understood that I am not a psy- 





Dr. Porterfield is Deputy Surgeon General of tie 
Public Health Service. 
talk before the 27th General Assembly, Council o} 
Jewish Federations and Welfare Funds, at the Shore- 
ham Hotel, Washington, D. C., November 14, 1958. 


This paper is based on a 
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chiatrist. My professional career has been 
devoted almost exclusively to public health ad- 
ministration. In my view this general term in- 
cludes everything related to the establishment 
of communitywide health programs, of which, 
of course, mental health is an important com- 
ponent. In my pursuit of this specialty I have 
had a number of occasions to observe closely all 
of the aspects of programs for the detection, 
diagnosis, treatment, and prevention of mental 
illness and for the promotion of good mental 
health. Fortunately, I have been one of that 
growing number of people who have assailed 
the problem of integration of mental health 
and community health from both sides. 

In the course of accumulating this experience 
I have developed some strong feelings and a 
few firm opinions about this matter of com- 
health. 
point of this experience I would like to con- 


munity mental From the vantage 
sider a serious problem which is ours as citizens 


of the modern American community. 


The Meaning of Mental Health 


To discuss all of the bands in the spectrum 
To be 


sure, the term “mental health” needs some 


of mental health would take too long. 


definition. 

We paradoxically include under this head- 
ing all the varied and difficult problems posed 
by mental illnesses and emotional disorders. 
We go quickly, sometimes too quickly, beyond 
this to a host of other problems perhaps be- 
cause of the magnitude of the problems and 
the difficulties involved in attempting to de- 
velop measures to deal with them. 

Beyond the frank psychoses and the psycho- 
neuroses is a whole field of personality dis- 
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orders which manifest themselves in problem 
behavior, such as drug addiction, chronic alco- 
holism, delinquency, and psychosomatic illness. 
Mental retardation and its effects on family 
and community are also the concern of mental 
health. Over and above these, however, is a 
broad range of problems which have become 
rather loosely incorporated under the term 
“mental health.” 

This range encompasses an almost bewilder- 
ing array of failures in living. Examples can 
be drawn from practically every area of human 
activity and from every one of the “ages and 
stages” of man’s growth and development. I 
need not spell them out. The problems of 
marital adjustment and divorce, of parent-child 
frictions and maladjustment to school, of 
absenteeism and failure in work, of the older 
person seeking a satisfactory way of life, the 
generalized unhappiness of individuals and 
families, the failures of people to cope with 
the world—whether because they are too 
weak or the stress of circumstances too 
great—all of these and more are the daily 
problems dealt with by both health and 
social agencies. 

Increasing emphasis on prevention has fur- 
ther broadened the field of mental health. 
Many agencies have become concerned with 
what is termed building “positive mental 
health.” This is an area of much com- 
plexity and more than a little ambiguity. 

Some attempt at definition was made by Dr. 
Marie Jahoda in a monograph, Current Con- 
cepts of Positive Mental Health, the first in a 
series of publications by the Joint Commission 
on Mental Illness and Health, authorized by 
the Congress to conduct a survey of the na- 
tional mental health problem. Dr. Jahoda 
starts with the assumption that absence of ill- 
ness and presence of health overlap, but do not 
necessarily coincide. She analyzes the psycho- 
logical content of the various criteria that have 
been suggested as indicators of positive mental 
health. Included are attitudes of the indi- 
vidual toward his own self, his sense of identity, 
the style and degree of his growth and develop- 
ment, the ways in which he uses his psycho- 
logical resources, his autonomy, his perception 
of reality, and control of his environment. 

All of these concepts, together with the ques- 
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tion of how social adjustment can be made to 
coincide with individual independence and in- 
tegrity, are familiar. These are the factors 
which all of us consider in planning a coordi- 
nated community approach to social needs. 


The New Look in Care 


As a physician and an administrator, how- 
ever, I tend to proceed on the basis of prac- 
ticality. My operational principle is that the 
promotion of health is tied to those preventive 
measures which reduce the likelihood of disease. 
As practical workers in community welfare 
services, we are vitally concerned with the pre- 
vention of mental illnesses and allied disorders. 
Before discussing the help we need from the 
community, let us look briefly at the problems 
we face and the gains recently made. 

We are all acutely aware of the mental insti- 
tutional problem in this country. Despite the 
fact that the population of mental hospitals 
has begun to decline slightly within the past 
year or two, some three-quarters of a million 
people are still confined to institutions. It has 
not been long since the certification of an indi- 
vidual for and his admission to one of these 
public institutions characteristically marked 
his permanent departure from the family and 
the community. The walls around these insti- 
tutions were high, and the people inside, staff 
as well as patients, had practically no commu- 
nication with the world outside. 

Three things have happened to these insti- 
tutions in recent years. 

First, a much more dynamic program of 
treatment has been initiated in most of them. 
Such new therapies as the tranquilizer drugs, 
which have curbed symptoms and made patients 
more amenable to other types of’ definitive 
treatment, have given impetus to this program. 

Second, various forces have helped to tumble 
down the walls, so that the institutions have 
become a much more active part of their 
communities. 

Third, the communities themselves have 
begun to grope toward efforts at preventing or 
at least retarding the hospitalization of those 
people who show signs either of aberrant behav- 
ior or of aberrant thinking. 

There are other promising developments in 
mental hospitalization. We are learning that 
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huge institutions, overcrowded and under- 
staffed as they are, tend to defeat the purpose 


for which they were established. Leaders in 
the field of psychiatry have suggested that 
mental hospitals hold from 200 to 500 patients 
only. But this requires many more trained pro- 
fessional workers, as well as new buildings. 

The relatively new idea, in this country at 
least, of the “open” hospital, in which patients 
are helped to use their own resources for inde- 
pendent and responsible activity, requires more 
than merely throwing away the keys to the 
Custodial care is relatively simple. In 
an open hospital, trained people are needed to 
plan and conduct active treatment. We need 
more personnel, too, to staff the “day” hospitals, 
where patients who live at home can get treat- 
ment during the day, and the “night” hospitals, 
where patients who hold full-time jobs return 
for treatment at night. For these groups, as 
well as for recently discharged patients, there 
should be more halfway houses, sheltered work- 
shops, convalescent homes, foster home care, 
and help with legal and personal problems. 
Perhaps more than anything else, a sympa- 
thetic community is needed—a community that 
will accept the former patient as relative, 
friend, neighbor, and fellow employee, without 
prejudice or discrimination. 

But what of the problem of mental illness 
outside the hospital? Surveys have estimated 
that about 6 percent of the population, or close 
to 10 million people, are seriously enough dis- 
turbed to need treatment. The percentage 
appears to be even higher in overcrowded, 


doors. 


economically depressed areas in some of our 
larger cities. It has also been estimated that 
50 percent of the patients seen by general prac- 
titioners for physical complaints are suffering 
from some form of mental disorder, and that 
their complaints are at least partially psycho- 
genic. 

The magnitude of the problem of maladjust- 
ment in children, as evidenced in school prob- 
lems and in a demand for outpatient clinic 
services that far exceeds the supply, is well 
known today. So is the extent of juvenile de- 
linquency and divorce and broken homes. In 
addition, some 3 percent of the population, or 
close to 5 million individuals, are mentally 
retarded. 


Vol. 74, No. 4, April 1959 


In the face of this almost overwhelming ar- 
ray of problems, we find ourselves singularly 
handicapped in terms of resources. For one 
thing, we are desperately short of trained, pro- 
fessional personnel in mental health. Surveys 
in different parts of the country have shown 
that we need 3 to 5 times as many psychiatrists 
and psychiatric social workers as we now have, 
4 to 7 times as many psychologists, and 5 to 7 
times as many psychiatric nurses. 

The number of outpatient psychiatric clinics 
has increased considerably during the past few 
years. But the total number, about 1,200, only 
half of which operate on a full-time basis, 
is far short of the need. Only a handful of 
residences are currently available for inpatient 
treatment of psychotic children. ‘The result is 
that these children either lack treatment or are 
thrown together with adult mental patients. 


Search and Research 


Fortunately, we are beginning to see some 
progress. I have already mentioned some of 
the recent gains in care and treatment. A 
great deal has also been done to help meet. the 
need for trained personnel. During the past 
decade, a considerable number of psychiatrists, 
clinical psychologists, psychiatric nurses, and 
psychiatric social workers have been trained 
with funds made available under the National 
Mental Health Act. The Public Health Serv- 
ice’s National Institute of Mental Health also 
provides funds to include psychiatric training 
in the curriculums of medical schools and col- 
legiate schools of nursing. Research fellow- 
ships and other grants have helped to train 
some of the people needed to do research in 
mental health. 

Research into the cause, treatment, and pre- 
vention of mental diseases is a long, compli- 
cated, and expensive undertaking. Here, too, 
the Federal Government provides support and 
stimulus. Investigators in research centers 
throughout the country are conducting a wide 
range of biological, psychological, and socio- 
logic studies with Federal aid. In addition, 
NIMH conducts mental health research in its 
own laboratories and clinical facilities. 

Out of this work, new knowledge is emerg- 
ing about the structure and functioning of the 


305 








brain and central nervous system, about tech- 
niques for treating the mentally ill, and about 
preventive measures. Special emphasis is be- 
ing given to such key problems as schizophre- 
nia, alcoholism, mental retardation, and the use 
of psychopharmacologic agents in treating 
mental disorders. In a relatively new  pro- 
gram, the Public Health Service makes funds 
available for demonstrations in new methods of 
treating and caring for the mentally ill. 

The growth of community mental health 
facilities represents another great area of prog- 
ress. Partly as the result of Federal and 
State encouragement, communities have begun 
new programs and services. Voluntary agen- 
cies and welfare groups, at all levels, have con- 
tributed substantially to this new look at 
mental health services. 

But the task ahead is still a staggering one. 
Our basic knowledge is far from complete. 
We are not able to apply even the limited 
knowledge we do have. It is not likely that 
we will have all the psychiatrists and other 
professional personnel we need for many 
years to come. It is fairly certain that, for a 
long time at any rate, we will have to “make 
do” with facilities that are inadequate, in terms 
of both quality and quantity. All of these 
areas point up the extent to which the entire 
community must be involved. 


Preventive Possibilities 


As a nonpsychiatrist I am afraid I must 
confess to you that I am rather skeptical about 
much of what the psychiatrists hold out as 
effective psychotherapy or as effective preven- 
tion. I have unfortunately seen too many in- 
stances of exclusive and complete dependence 
on these resources and too many failures as a 
result. It is my own private opinion that the 
ultimate solution of the problems of mental ill- 
ness lie more within the realm of biochemistry 
and psychopharmacology. At least in therapy 
I consider the analyses, the psychotherapeutic 
interviews, and all the other current techniques 
to be partially effective, much in the same way 
that a crutch or a cane is helpful to a person 
with a fractured leg bone and not much more 
likely to produce a permanent and successful 
cure. 
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As to prevention, I must admit I am not quite 
so strongly biased. I can accept the analogy 
which describes individuals as having varying 
amounts of insulation or protection surround- 
ing the development of their “normal” thought 
processes and their “nerves.” It is quite possi- 
ble that this insulation can be strengthened by 
the provision of a wholesome mental milieu or 
environment for the individual, by the removal 
from the environment of those toxic factors 
which would eat away the insulation. Hence, 
just as a cane or a crutch is useful in prevent- 
ing a broken leg when one is not quite as 
steady on his feet as most people or when one is 
forced to tread a precarious and slippery path, 
so improvement of the mental environment 
may be of significant benefit to the borderline 
individual or others faced by hazards. 

The path can be smoothed, straightened, 
and made passable. This is the job of the com- 
munity and its various agencies. If you were 
to draw a circle around the area which contains 
most of the factors affecting an individual’s 
mental health, you would probably draw the 
circle around his community, recognizing, of 
course, that there are certain regional and 
national forces at work too. The community is 
the basic element in the mental health effort 
and even State and national agencies work best 
when they work closely with community mental 
health groups. 

In only a few communities, however, are 
attempts being made to do a coordinated job in 
spite of the fact that lack of coordination 
means wasted time and effort. Bradley Buell 
and his associates a few years ago found that 
6 percent of the families in a midwestern city 
were utilizing more than 40 percent of the 
community's social and health services of all 
types. For years Buell and his associates have 
been arguing for a unified effort by com- 
munity health and social agencies. They sug- 
gest that only one agency assume primary 
responsibility for each family which presents 
multiple problems, and that this agency then 
coordinate the services of other agencies in a 
well-planned rehabilitation effort. To my 
knowledge this approach has not yet been fully 
tried anywhere. 

Coordinated, long-range programs are essen- 
tial if we are ever to control mental illness in 
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the same way that we now control tuberculosis 
and other diseases. Such programs become 
more crucial when we consider the effects of im- 
proved methods of treatment and the increased 
emphasis on returning partially recovered pa- 
tients to the community. For example, many 
patients may be able to return to the community 
in the first year or two after hospitalization, and 
many may be treated on an outpatient basis 
without ever being hospitalized. This depends, 
however, on the development of community re- 
sources, Which are for the most part latent or 
nonexistent. As we in public health view: it, 
the mental hospital is one of a whole complex 
of community agencies available to deal with 
mental and emotional disorders. It can pro- 
vide professional assistance to other agencies, 
but needs their assistance to carry out its own 
mission successfully. The new trends make 
the community a key factor in the management 
of mental illness and should dramatically 
sharpen community awareness of the need for 
effective preventive work. 

What then is the community hke? How is 
it organized and how does it function ? 

The basic unit, in relation to our problem, is 
the family. Over and over again it is said that 
mental health efforts need to be directed to the 
family—its interpersonal relations, its child- 
rearing practices, its external attitudes. Fam- 
ilies can be reached in a number of ways. We 
know, for example, that such communication 
media as newspapers, magazines, radio, and 
television reach many families at the same time. 
We also know that families coalesce in neigh- 
borhood groupings and in various groups 
around the school, the church, health agencies, 
and social and work interests. We know that 
farnilies need help in child rearing, and that key 
agencies like the school, church and synagogue, 
Scouts, and Y’s give this help. 

Our knowledge of how communities build or 
retard sound mental health is still inadequate. 
But we have enough information to warrant 
trying out various preventive techniques. And 
it seems reasonable to presume that children, 
ind families in relation to children, would be 
he most productive starting point in any long- 
‘ange mental health program. 

Almost all children go through the school 
ystem, where there is ample opportunity to 
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observe -and influence their behavior. If the 
school is well staffed and equipped, its influence 
‘an be in the direction of better mental health. 
Most schools examine the child’s health and 
confer with parents regarding illness or be- 
havior problems. Some school systems employ 
psychologists, social workers, and other trained 
personnel to help in dealing with emotional 
problems that can best be handled within the 
school setting. Anyone who has worked in 
schools and in parent-teacher groups has felt 
the great striving toward mental health which 
parents have for their children and for them- 
selves. The school is a powerful focus for men- 
tal health efforts. 

There are other counseling and guidance 
services, including the courts and welfare 
agencies, which should be viewed as resources 
for mental health work. Even more im- 
portant, perhaps, for basic preventive efforts 
are churches and synagogues, places of work, 
and social and neighborhood groups. 


Opinion Leaders and Caretakers 


In all communities there are two overlapping 
groups of people, called by some the “opinion 
leaders” and the “caretakers,” who can con- 
tribute much to mental health efforts. The 
opinion leaders are those whose influence molds 
the opinions and behavior of a great many 
people. Political, religious, business, and pro- 
fessional leaders are in this category. 

The caretakers are the people who are called 
on in time of psychological stress, such as be- 
reavement, illness, and changes in job or social 
role. These situations can be quite critical for 
people who may need help to function nor- 
mally. Caretakers who can administer such 
psychological “first aid” are, among others, 
physicians, clergymen, police, social workers, 
nurses, and teachers. 

If it were possible to provide some kind of 
mental health training for the opinion leaders 
and the caretakers, these key people might be 
able to do a more effective job. Ultimately 
they might create a kind of therapeutic environ- 
ment in the community and spread a “contagion 
of health.” In the long run, such environments 
would tend to reduce the incidence of mental 
illness and permit the management and treat- 
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ment of the less seriously ill right in the 
community. 

Incidentally, we also need to locate the foci 
of infection in the community—individuals in 
places of influence who exercise a detrimental 
effect on the mental health of others. Un- 
fortunately, these people also tend to be care- 
takers and opinion leaders. 

Obviously, more work is needed to identify 
the key people in the community and to discover 
the type of training that is best suited for them. 
This approach, however, is worth pursuing. 
For one thing, we do not now have nor are we 
likely to have in the future enough profes- 
sional mental health workers to do the pre- 
ventive job that is needed. On the other hand, 
most communities contain a great reservoir of 
healthy, well-motivated people who are poten- 
tial resources of preventive measures. ‘These 
are the people who keep the wheels turning in 
the community and keep our complex social 
system working smoothly. They need to be 
alerted to spot incipient problems, to help pre- 
vent these problems if possible, and to handle 
deviant behavior in a constructive way. 

We need also to deepen our understanding 


of the social significance of deviance. In a 
period of rapid change, certain kinds of non- 
conforming behavior are desirable. If every- 


one behaved according to expectations, we 
would very shortly Community 
leaders and caretakers need to know how to deal 
effectively with the constructive deviant, with 
the gifted child or adult who can enrich our 
life, different though his behavior may be. 
Sometimes it is difficult to distinguish between 
such a person and someone whose behavior is 


stagnate. 


likely to lead him in a vicious circle toward 
mental illness. The healthy community will 
give understanding and help to both types of 
deviants if it is to avoid becoming over- 
burdened with an increasing number of frus- 
trated, sick individuals. 


The Cultural Climate 

Finally, the size of the problem requires a 
great deal of self-help, that is, public education 
and guidance in sound mental health principles. 
Casefinding programs aimed at highlighting the 
individuals with specific emotional difficulties 
depend upon the dissemination of mental health 
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information and education for the community 
at large. Then, community mental hygiene 
clinics could serve as the focal points for antici- 
pating and adjusting conflicts which may arise 
in normal relationships in the home, the school, 
and the workplace. 

If the emphasis is on prevention, we can be 
spared from a situation such as one in Ohio 
where, as part of its program, the State helped 
support the establishment of community mental 
hygiene clinics. Far too often, in my opinion, 
the clinics, organized around a_psychiatrist- 
director, viewed their primary function as 
diagnosis and therapy of mental illness on an 
outpatient basis. Within a matter of weeks, 
the directors were swamped with patients and 
could not accept new referrals. What is more 
important, they could reserve very little time 
for the more important job of providing psy- 
chiatric consultation to courts, welfare agencies, 
schools, and other agencies which deal with 
people and could use this kind of guidance in 
preventive and health promotional activities. 

What we needed in Ohio—and what we need 
now throughout the country—are more mental 
health centers which are devoted exclusively to 
the work of prevention. Such centers are part 
of the community’s total resources for better 
mental health, resources which include a great 
many agencies and groups. These resources 
need to be known, assessed, and used in a 
coordinated community undertaking. 

I cite once again an experience in Ohio, this 
one in Franklin County. About a year ago the 
Franklin County Mental Health Association 
enlisted all the major elements of the community 
in a survey on the availability of community 
resources for mental health. One of the main 
findings of their survey report was that “good 
community mental hygiene is not the responsi- 
bility of specific mental health services alone, 
but is also a responsibility shared in part by all 
and especially by all agencies and individuals 
who work with people and provide services for 
people.” 

This, then, is our modern answer to spells 
and charms. It will take determination and 
hard work to exorcise the demons, even of our 
own day. But the job can be done and must 
be done if we are to create a healthier world 
for ourselves and the generations to follow. 
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Attrition in Psychiatric Clinics 


for Children 


JACOB TUCKMAN, Ph.D., and MARTHA LAVELL, M.S.S. 


i bw PAST DECADE has seen an increase 
in the number of outpatient psychiatric 
clinics for children, yet facilities are not and 
may never be adequate to meet the need. Even 
if the necessary funds were available, recruit- 
ment of trained personnel would be difficult. 
Moreover, the increasing demand for psychiat- 


ric services as the public becomes more aware of 


their value may far outstrip future expansion 
of clinic facilities. 

Without in any way minimizing the need for 
more psychiatric facilities, it may be well to ask 
whether present clinics are now being fully 
used in giving direct psychiatric services to 
children. There appears to be a large propor- 
tion of patients or parents acting for them who 
terminate contact with the clinic before service 
is completed. Karpe (7) reports an overall at- 
trition rate (patient and parent termination of 
clinic contact) of 26 percent, and Anderson and 
Dean (2), of 31 percent. Simon (3) mentions 
a considerably higher rate, 53 percent, which 
is broken down into rate of termination at in- 
take (21 percent) and during treatment (32 
percent). Golden (4) reports 14 percent attri- 
tion at intake, and Gray (45) states that one 
third of the patients did not return after intake. 
Witmer (6) does not give an overall rate but 
mentions that more than half of the cases in 
treatment withdrew before service was com- 
pleted. 

With the exception of Anderson and Dean, 
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these and other investigators (7-9), using case 
history data or telephone followup contact, 
have concerned themselves with reasons for 
termination or with factors associated with at- 
trition. The factors studied have included sex, 
age, occupation of father, number of siblings, 
and distance from the clinic, as well as more 
subjective items such as parental attitudes to- 
ward the child or toward treatment and the 
ability of the parent to express anxiety. 

These studies of attrition and the factors as- 
sociated with it, although useful in pointing up 
an important problem, have certain limitations. 
In general, the phase of the clinic process at 
which attrition occurred, whether intake, di- 
agnostic evaluation, or treatment, is not indi- 
cated. Without such a breakdown of the data, 
it would be difficult for clinics to focus their 
efforts toward remedying the situation. More- 
over, factors associated with attrition may vary 
from phase to phase. The rationale for inclu- 
sion or exclusion of cases In computing attri- 
tion rates is not always clear nor are the samples 
clearly defined. For the most part, the data are 
based on small samples of less than 100 cases. 
In the studies concerned with factors associated 
with attrition, it is difficult to interpret the find- 
ings since the data generally have not been sub- 
jected to statistical test. 

The purposes of this study, designed to avoid 
the limitations mentioned above, are to esti- 
mate attrition rates at each phase of the clinic 
process and to investigate the relationship be- 
tween attrition at each phase and a number of 
personal and social factors. The study was con- 
ducted by the division of mental health, Phila- 
delphia Department of Public Health, in 
cooperation with the health division of the 
Philadelphia Health and Welfare Council. 
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The Study Sample 

During the calendar year 1955, 1,813 children 
were admitted to 11 of 12 children’s outpatient 
psychiatric clinics in Philadelphia. A clinic 
is defined as “a psychiatric outpatient service 
for ambulatory patients where a psychiatrist is 
in attendance at regularly scheduled hours and 
takes the medical responsibility for all the 
patients in the clinic. Clinics that have only 
a psychiatrist on call or as a consultant are not 
included. 
eted funds for employing a psychiatrist but 


However, a clinic which has budg- 


is temporarily without one is included” (/0). 
The 11 clinics served a varied number of pa- 
tients. One had an intake of more than 800; 
two had an intake of about 250 each; three be- 
tween 100 and 150 each: and five, less than 
60 each. Of the last group, two had an intake 
of less than 10 each. The one clinic not in- 
cluded in this study had a very small intake. 

From this group of 1,813 admissions, which 
represented almost all children receiving serv- 
ice through public or voluntary psychiatric 
clinics, 1,548 were selected for study of attri- 
tion. Of the 265 cases excluded from the study, 
8 were patients for whom it was not possible to 
determine at what phase attrition occurred and 
257 were patients who had been referred for 
special services. Twenty-eight of the latter 
were referred for consultation only, that is, 
usually a single interview with parent or social 
agency on the management of a particular 
child, and 229 came for diagnostic evaluation 
only, primarily at the request of private psychi- 
atrists or hospitals. 

Of the 1,548 patients, 67 percent were boys 
and 353 percent, girls. Seventy-five percent 
were white and 22 percent, nonwhite; in 3 per- 
cent of the cases race was not stated. Ages 
ranged from 1 to 17 years: 14 percent were 
under 6, 28 percent between 6 and 8, 23 percent 
between 9 and 11, 23 percent between 12 and 
14, and 12 percent between 15 and 17 years of 
age. In 33 percent of the cases, the patient 
came from a home broken by separation or 
divorce or death of one or both parents. 
Thirty-two percent were Protestant, 23. per- 
cent Catholic, 29 percent Jewish, and 16 per- 
cent of other or not-stated religions. 
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Information about the father’s occupation 
was not available in almost half the cases. The 
most that can be said is that the entire range 
of occupations was represented and that those 
in the professional, managerial, and propri- 
etary occupations were at least equal to their 
proportion in the general population. 

Referral sources were as follows: schools, 32 
percent ; parents, friends, and relatives, 20 per- 
cent; private physicians, 19 percent; hospitals 
and clinics, 17 percent; social agencies, 7 per- 
cent; courts, 3 percent; other sources and not 
stated, 2 percent. 

By examination of the case record including 
case summary or concluding interview, data 
were obtained regarding outcome of contact at 
each phase of the clinic process (intake, diag- 
nostic evaluation, and treatment) : whether the 
case was terminated by the patient, terminated 
by the clinic, or continued into the next phase. 

Operationally, a case was considered ter- 
minated by the patient when evidence in the 
ease record indicated that the patient did not 
return to the clinic after breaking appoint- 
ments or when the patient or his parent notified 
the clinic that he no longer wished to continue. 
In a very small number of cases the patient had 
moved from the city, been admitted to an insti- 
tution, or died. 

A case was considered terminated by the 
clinic when the patient was discharged because 
he had shown sufficient improvement: when 
the clinic had made other plans for the child, 
for example, referral to appropriate agencies 
in the community or, on occasion, to a private 
psychiatrist ; when clinic policy made the child 
no longer eligible for service because of age or 
school dropout, or because long-term psycho- 
therapy was indicated which the clinic was un- 
able to provide; or when the clinic felt that 
further therapy was not indicated because the 
patient or responsible relative was not able to 
benefit from continued treatment. 


Results 

The data on outcome of contact with the 
clinic (table 1) showed that 31 percent of the 
cases were terminated by the patient and 4 per- 
cent by the clinic during or at the end of the 
intake phase; in 1 percent outcome was not 
stated. The majority, however, 65 percent 
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Table 1. Outcome, in percentages, of contact for children’ admitted to psychiatric clinics, at each 


phase of clinic process, by race and sex, Philadelphia, 1955 


Outeome White 


Intake phase 


Nonwhite Race not stated 
_ - Sakai Total 
group 
Male Female | Male Female | Male 


N=780 | N=374 | N=221) N=121) N=40 | N=12 


Female | N =1,548 
: 








Patient terminated 4 31 | ao 33 25 20 | 20 31 
Clinic terminated __ 3 | 4 4 2 3 | 0 4 
To diagnosis _ _ __ 65 | 62 62 (2 | 68 | 15 65 
In process_____- | oe; & } & 0 0 | 0 (1) 
Not stated ’ 1 | l l l | 5 | 0 | l 
| 
| Diagnostic evaluation phase 
White | Nonwhite Race not stated 


i csidspcasiaeaaeiaianatetiai 


| N=509 | N=232 | N=136| N=87 | N=27 | N=9 | 


Male | Female | Male | Female Male | Female | N = 1,000 


| Total 


group 


| 
| 





Patient terminated__-_ : 13 12 19 yy a 15 | 33 15 
Clinie terminated __ 9 | 12 10 | 13 | 26 0 | 1] 
To therapy___- | 74 | 70 68 60 44 44 70 
In process _-_--- | ie (1) 0 0 | 0 0 (1) 
Not stated 3 | 5 3 6 | 15 | 22 } 
| 
| Treatment phase 
ee et ee 9) | KES a ea ae ae 
White Nonwhite Race not stated 
Total 


| Male | Female | Male | Female | 
| N=379 | N=163 i=2 


Patient terminated__-__- ye ee ete } 
Clinie terminated __ okie Pe ee re eee) 2 
In process-__-- Ee erent nc Renee as 1 
Not stated__-_ 1 


| group 
| Male Female | N=702 
N=92 | N=52 | N=12 |] N=4 | 
| } 





13 33 | 33 | 50 | 0 | 42 
28 23 | 36 | 0 25 26 
15 | 13 | 8 | 17 | 25 | 14 
13 32 | 23 | | 50 18 





1 Less than 0.5 percent. 


(1,000 cases), moved into the diagnostic evalu- 
ation phase. Of these, 15 percent were ter- 
minated by the patient at some point in or at 
the completion of the diagnostic evaluation 
phase, while 11 percent were terminated by the 
clinic, and 4 percent had an unstated outcome. 
Again the majority, 70 percent (702 cases), 
moved into the treatment phase. Of these, 42 
percent were terminated by the patient, and 26 
percent were terminated by the clinic, 16 per- 
cent as improved, 5 percent referred to other 
agencies or services, and 5 percent for other rea- 
sons. ‘The proportion of cases terminated by the 
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patient in the treatment phase is probably an 
underestimation because 14 percent were still in 
treatment, or awaiting treatment, and in 18 per- 
cent of the cases no information was available 
about outcome. Irrespective of phase, the over- 
all attrition rate (patient or parent termination 
of clinic contact) was 59 percent of all clinic 
admissions. 

The data given above for all clinics com- 
bined do not indicate the variation from clinic 
to clinic. Excluding clinics with an intake of 
less than 25 cases, the following variations were 
found among eight clinics. At the intake phase 
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the proportion of cases terminated by the 
patient ranged from none to 45 percent; those 
terminated by the clinic from none to 6 percent ; 
and the proportion of cases that moved into the 
diagnostic evaluation phase ranged from 49 
percent to 100 percent. At the diagnostic 
evaluation phase, termination by the patient 
varied from 2 percent to 34 percent; termina- 
tion by the clinic from 2 percent to 20 percent; 
and the proportion that moved into the treat- 
ment phase varied from 40 percent to 96 per- 
cent. At the treatment phase patient termina- 
tion varied from 10 percent to 55 percent, and 
clinic termination from 5 percent to 52 percent. 
The amount of patient termination at any one 
phase was not found to be significantly related 
to patient termination at any other phase. The 
attrition rate for all phases varied from 26 per- 
cent to 71 percent. The variation in attrition 
among the different clinics at any phase or all 
phases is probably due to a number of factors in- 
cluding type of clientele, length of waiting 
period, fee schedule, and clinic policy and 
procedure. 

To determine what factors were associated 
with outcome of contact, comparisons were 
made at the intake and diagnostic evaluation 
phases based on the proportion of cases that 
were (a) continued, that is, moved into the next 
phase of the clinic process, (4) patient termi- 
nated, and (c) clinic terminated. In the treat- 
ment phase, comparisons were based on the pro- 
portion of cases that were patient terminated 
and clinic terminated. In this phase, the find- 
ings should be interpreted with caution since 
cases in treatment or awaiting treatment and 
those with unknown outcome were not included 
in the analysis. 

Sex, race, and age were not found to be related 
to outcome at any phase of the clinic process, 
but certain other factors were significantly 
related: referral source, living arrangements 
of child, religious affiliation, number of prob- 
lems presented, and distance from the clinic 
(table 2). 

Referral source was related to outcome at the 
intake and diagnostic evaluation phases only. 
At the intake phase, referrals by social agencies 
and by hospitals and clinics were more likely 
to be continued and less likely to be patient 
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terminated than were referrals by other sources. 
At the diagnostic evaluation phase, the pat- 
tern was different. Although referrals by 
social agencies again showed the highest pro- 
portion in the continued and the lowest in the 
patient-terminated group, those by hospitals 
and clinics were next to the lowest in the con- 
tinued and next to the highest in the patient- 
terminated groups. Referrals by parents, 
friends, and relatives, by schools, and by private 
physicians were among the highest in the con- 
tinued and in the middle range in the patient- 
terminated group. Court referrals were least 
likely to be in the continued group and most 
likely to be patient terminated. Referrals by 
courts and by hospitals and clinics were highest 
in the clinic-terminated group while those by 
schools were the lowest. 

Living arrangements of the child had a bear- 
ing on outcome of contact at the intake and 
treatment phases only. At the intake phase, 
children in institutions or foster homes were 
most likely to be in the continued group, 
whereas those in homes with a step-parent were 
least likely to be continued. At the treatment 
phase, the proportion of patient terminations 
was lower for children in institutions or foster 
homes than for those with any other living ar- 
rangement and highest for those living with 
relatives. The tendency for children in institu- 
tions or foster homes to carry through was not 
unexpected in view of the finding that social 
agency referrals hold up best. 

Religious affiliation, studied for whites only, 
was associated with outcome of contact at the 
diagnostic evaluation phase only. A higher 
proportion of Jews than of Catholics or of 
Protestants were in the continued group; and 
Jewish contacts were least likely to be either 
patient terminated or clinic terminated. 

The number of problems presented by the 
children, as reported usually by parents at the 
initial contact with the clinic, was associated 
with outcome of contact at each phase of the 
clinic process. The problems had been classi- 
fied in 12 categories: anxiety and neurotic 
symptoms, severe psychiatric symptoms, with- 
drawal behavior, school problems, mental re- 
antisocial behavior, 
relationships, 


tardation, aggression, 


i 
difficulties in interpersonal 
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Table 2. Factors associated with outcome of contact,’ at edch phase of clinic process, for children 





Intake 


Percent 
Factor Num-|_ 
ber of 


ued nated 


Referral source: 


Parents, ete__ 302 60 36 
Schools _ - 488 61 36 
Courts : Be 62 32 
Private physicians 293 63 32 
Hospitals and clinics 254 73 25 
Social agencies 105 82 14 
Other__.- : ee. 14 64 29 
Living arrangements: | 
Both parents -j1, 012 65 32 
Parent and step-parent 113 51 43 
One parent 262 68 26 
Relatives 50 62 34 
Institution or foster home 74 89 8 


2 


Religious affiliation: 2 
Protestant. 
Catholie_ 

Jewish 
Number of problems: 


admitted to psychiatric clinics, Philadelphia, 1955 


Diagnostic evaluation Treatment 


Pereent Percent 
Num-|___ eras Num- 
ber of ber of 
| eases | Con- |Patient! Clinie | eases | Con- | Patient! Clinie | cases | Patient) Clinic 
tin- termi- | termi- tin- termi- | termi- termi- | termi- 
nated ued nated | nated nated | nated 
5 175 78 11 11 
3 290 78 18 5 
6 5 53 22 25 
} wiry 75 15 10 
y, 171 61 20 19 
} 84 83 5 12 
7 Qg 78 22 0 
326 64 36 
5 26 | 65 35 
) : SO 61 39 
{ | 10 90 10 
3 34 29 71 
147 to 14 14 
181 70 18 12 
288 | 87 8 6 
Less than three_ 888 70 Pa 2 590 69 19 13 258 55 45 
Three or more é 633 58 38 4 359 81 10 g 215 69 31 
Distance from clinic: 4 
Near health district_ 295 ‘a 16 11 
Far health district 241 85 10 5 
Same health district : 65 58 25 17 
Other health district 471 81 12 7 
City resident 996 56 40 | 319 67 33 
Nonresident 18: tz 2 5 73 | 51 19 


1 Data in the table are limited to those where the differences were significant at or below the .01 level of con- 


fidence. Leaders indicate ‘“‘not significant.’’ 
2 Based on whites only. 
3 Expressed as categories. 
4 Based on three largest clinics. 


somatic symptoms, problems of habit forma- 
tion, sexual problems, and miscellaneous. 
Categories of problems, not the number of 
problems within the category, were analyzed. 
For example, if poor school work, truancy, and 
cheating were reported for one patient, he was 
treated as one individual presenting a school 
problem. In reporting the data, number of 
problems refers to number of categories. At 
the intake phase, children with three or more 
problems were less likely to be in the continued 
and more apt to be in the patient-terminated 
group than were those with less than three 
problems. At the diagnostic evaluation phase, 
however, the pattern was just the opposite. At 
the treatment phase, children with the most 
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problems were more likely to be patient 
terminated. It is recognized that the relation- 
ship between number of problems and severity 
cannot be established with any degree of ac- 
curacy nor can the combinations of problems 
be equated. Within the limitations of the data, 
however, patients presumably in greater need 
of psychiatric help were more likely to termi- 
nate contact than those in less need of help at 
both the intake and treatment. phases. 

It has been suggested that distance from the 
clinic affects attendance, that is, patients who 
must travel long distances to the clinic are less 
likely to maintain contact. Such opinion is 
not supported by the data. If anything, the 
relationship is just the opposite. 
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To determine the effect of distance from the 
clinic on clinic contact, only cases from the 
three largest clinics were studied because of 
complexities of analysis. Comparisons with re- 
spect to distance from the clinic were made in 
three ways. The first involved a division of 
the cases by residence in near and far health 
districts. (For administrative purposes, Phila- 
delphia is divided into 10 health districts.) 
“Near” refers to the health district in which 
the clinic was located and those contiguous to 
it. “Far” refers to health districts farther re- 
moved. In the second comparison patients re- 
siding in the district in which the clinic was 
located were compared with those in all other 
health districts. The third comparison involved 
a division of the cases by residence in or outside 
the city. 

At the intake and the treatment phases, no 
difference was found between the near and the 
far, or between the same and the other health 
districts. However, at both phases, city resi- 
dents were more likely to be patient terminated 
than were nonresidents. It should be pointed 
out that some areas outside the city are closer 
to certain clinics than are some areas within 
the city. At the diagnostic evaluation phase, a 
higher proportion of those living in near dis- 
tricts than of those in far districts were patient 
terminated; the same tendency was found for 
the same and the other health districts. 

The findings with respect to the factors as- 
sociated with outcome of contact show varia- 
tion at different phases of the clinic process. 
This is probably due in part to the increasing 
homogeneity of the clinic population as it moves 
from one phase to another, but also to changes 
in the situation within the family or the clinic 
during the months that may elapse between 
the initial clinic contact and the other phases. 

It is most difficult to isolate the effect of 
specific faci ors on outcome since there is inter- 
action among some of the factors. Moreover, 
other factors ou which no information was 
available may have been operating. For ex- 
ample, socioeconomic level was undoubtedly a 
factor in the relationship between outcome and 
distance from the clinic since children living 
in the farther health districts or out of the 
city are more likely to come from a higher 
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socioeconomic stratum than those living in 
nearer health districts or within the city. 


Discussion 

This study of 1,548 patients admitted to 11 
psychiatric clinics for children in a large city 
has shown a high proportion terminating con- 
tact before service was completed, especially in 
the treatment phase. 

Even though the patient has terminated con- 
tact he may have received some benefit, and 
the family may have a better understanding of 
his problem and how to cope with it. In some 
cases, in the absence of more appropriate fa- 
cilities, children may be accepted for treatment 
because of the severity of the problem, with full 
recognition that certain factors militate against 
a successful outcome. There may also be factors 
not wholly within the clinic’s control that affect 
the attrition rate. One factor undoubtedly is 
a limited appreciation by the public of the 
nature of psychiatric treatment and the amount 
of progress to be expected in a given period of 
time. When a crucial problem has been re- 
solved to some extent, thereby reducing ten- 
sions in the home, some families may terminate 
contact before the clinic feels it advisable. An- 
other factor may be the cost of clinic service, 
which some families may consider too high be- 
cause of other pressing demands on_ their 
income. 

In the light of present knowledge and the 
public’s attitude toward psychiatry, it may be 
that a high attrition rate cannot be avoided. 
However, in the absence of adequate data such 
a conclusion cannot be considered valid. A|- 
though this study provides data about certain 
factors associated with attrition, more informa- 
tion, collected on a systematic basis, is needed 
regarding not only the personal and social char- 
acteristics of patients who terminate contact 
but also the more subtle motivational factors 
that affect clinic attendance. Research of this 
kind will provide the basis for further refine- 
ment of criteria for selection of patients and 
of procedures for reducing the attrition rate. 
Since the magnitude of the problem varies from 
phase to phase among the different clinics, each 
clinic needs to determine for itself, by an ex- 
amination of the caseload, at what point in 
the process efforts should be focused. 
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st child guidance clinic (abstract). Smith Col- ment Printing Office, 1955. 
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: Trial of Drugs for Gout 
) 
Zoxazolamine is undergoing clinical trial zoxazolamine. To date studies have shown 
il for the treatment of gout at the National In- that the drug is approximately six times more 
te stitute of Arthritis and Metabolic Diseases, potent than other uricosuric drugs. 
n- y = ae 4 S i 
Public Health Service. Another uricosuric drug, sulfinpyrazone, is 

Zoxazolamine has been used for several also being studied at the institute. The two 
e- : : . r “1 *Te,e i 
<i years as a muscle relaxant. Its possibilities drugs given together appear to produce greater 

. sree — wiromnaee "a omen uric acid excretion than either singly. 
oi the drug's metabolic breakdown In the body, . . ‘ 
™ © gabe Gout affects approximately 300,000 persons 
during which large amounts of uric acid crys- — ; . ; 
ba ; cap hisitene ¢ in this country. Usually the first sign of this 
tals were observed in patients’ urine. args : er ; 
d nae arthritic disease is excruciating pain and swell- 
. The original studies were made by Dr. J. J. . event gs nity 
, Ta: ‘ ing. Attacks recur at irregular intervals. 
ch Burns of the National Heart Institute and re- . paar +e hod : ; ve 
' “aie sturbance in body chemistry which re- 
1 search workers at the Mount Sinai and Gold- — phen oni. Wapiti ai ae 
in water Memorial Hospitals in New York City, sults in an increase in the amount of uric acid 
\a- under a grant from the National Institute of in the blood and tissues is associated with both 
ed Arthritis and Metabolic Diseases. chronic gout and acute gouty arthritis. The 
ar Dr. J. E. Seegmiller of the institute’s Arth- uric acid is often deposited in cartilage, and 
uct ritis and Rheumatism Branch is directing a in time the deposits grow until they form 
7“ larger and more intensive clinical trial of — masses of chalky uric acid salts. 
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use-of general hospitals 


STUDY of the use of general hospitals has 
A included an investigation of the variation 
in levels of use in relation to methods of pay- 
ment for hospital care and in relation to exist- 
ence of prepayment coverage. This variation 
has also been examined in relation to selected 
personal and economic factors. Data were 
collected in September 1956 through interviews 
of about 27,000 households, including about 
90,000 persons of all ages, drawn from the 
civilian noninstitutional population of each 
State. Selected highlights of the findings on 
these relationships are reported here. 

From each family a history was obtained of 
hospitalizations during the previous 12 months. 
This history covered each admission of each 
member of the household, with length of stay, 
reason for admission, identification of the hos- 
pital, and method of paying the hospital bill. 
Since the survey was conducted in connection 
with the monthly Current Population Survey 
of the Bureau of the Census, data on selected 
personal characteristics were available for the 





Mr. Odoroff is chief and Mr. Abbe is assistant chief 
of the Program Evaluation and Reports Branch, 
Division of Hospital and Medical Facilities, Public 
Health Service. 
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members of each household. Income data were 
obtained by a special question in the survey. 
Information was also elicited about insurance 
or other prepayment plans covering the cost of 
hospital care. This part of the interview was 
facilitated by a previous letter to each family 
asking them to be ready to supply such infor- 
mation. 

Instructions to enumerators contained two 
principal definitions. The “hospital bill” was 
defined as “all charges made by the hospital and 
charges by surgeons, anesthetists, special nurses, 
or others engaged by the patient for service in 
the hospital.” “Hospital prepayment coverage” 
was defined as including the following hospital 
insurance and medical care plans: 

1. Commercial hospital insurance (when not 
limited to accidents), on either individual or 
group basis. 

2. Blue Cross or Blue Shield plans or other 
nonprofit plans sponsored by medical societies, 
on either individual or group basis. 

3. Consumer-sponsored plans (not types 1 
and 2) which provide prepaid hospital care, 
including cooperatives and plans sponsored by 
fraternal organizations. 

4. Industrial plans of an employer or union 
which provide hospital care beyond that legally 
required for industrial accidents. 
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This is the third interim report of provisional 
findings from a national household survey of the use 
of general hospitals. The first, published in the May 
1957 issue of Public Health Reports (pp. 397-403) , 
briefly described the survey procedure and presented 
findings on demographic and ecologic factors in the 
use of inpatient facilities. The second, published in 
the June 1957 issue of Public Health Reports (pp. 
478-483), presented findings on demographic, 
ecologic, and economic factors in the use of out- 
patient facilities. Analysis and interpretation of all 
data and comparison with other studies will be 
included in a summary monograph when the tab- 
ulations are completed. 

The survey is considered a first step in defining 
more precisely appropriate standards of need for 
general hospitals in the light of changing medical 
practice and changing patterns of care. It is ex- 
pected to point the way to more intensive studies of 
the real need for physical facilities for adequate care 
of a known and described population. The survey 
was conducted for the Division of Hospital and 
Medical Facilities of the Public Health Service in 
September 1956 by the Bureau of the Census, in 
connection with its monthly Current Population 
Survey. 





5. Other free or reduced-cost hospital plans, 
such as hospital employee benefits, free care for 
dependents of Armed Forces members, and the 
like. 

Particular effort was made to include only 
insurance or plans that were general in extent 
and to exclude those for particular purposes 
or of uncertain availability. Not included as 
hospital prepayment coverage were (a) policies 
covering only accidents, “dread diseases,” in- 
come lost from disability, clinic or office visits, 
or liability for injury to others, or (6) free 
hospital care for veterans in Veterans Admin- 
istration hospitals. 

The reports of hospitals used were screened 
to avoid counting time spent in long-term hos- 
pitals or nursing homes. All available inven- 
tories and registers were consulted for this 
yurpose. 

The data collected have certain limitations, 

ince they do not cover institutional popula- 
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tions or persons who were hospitalized during 
the 12-month period but who died, moved, or 
entered the Armed Forces before the survey was 
taken. Members of the Armed Forces were not 
enumerated, although other persons in the same 
household were included. In addition, report- 
ing and tabulating difficulties made it necessary 
to confine a portion of the study to persons 
14 years old and over. A summary monograph, 
to be published after the interim reports are 
concluded, will contain an appraisal of under- 
reporting in the survey, and will also discuss 
measures of sampling variability and the prob- 
lems of errors of response. (Some comments 
on these matters were included in the second 
interim report. ) 


Methods of Payment 


The following four methods of payment were 
identified in the survey : 

Prepayment plan: Any part of the hospital 
bill paid by hospital insurance or a medical care 
plan (see definitions above). 

Self or relatives, or both: Any part of the 
hospital bill paid by the patient or his relatives, 
including those living outside his household. 

No charge made: Free care, either in a public 
hospital (city, State, or Veterans Administra- 
tion) or in one supported by private, charitable, 
or community chest funds, and including hos- 
pitalization cost paid directly by public as- 
sistance or relief agencies. 

Other methods; Cost met in some way not 
included in first three classes, such as assistance 
by friends, payments by employer without any 
regular medical plan or under workmen’s com- 
pensation, insurance payments under driver’s 
liability when hit by automobile. 

These methods occurred singly and in com- 
bination. The most frequent combination re- 
ported was that of prepayment plan plus pay- 
ment by self or relatives. Other combinations 
were infrequent. Accordingly, hospital use has 
been tabulated under the four single methods of 
payment and also under the principal com- 
bination. 

Three measures of the level of hospital use 
were employed throughout the study: (a) an- 
nual admissions per 1,000 population, () an- 
nual patient-days per 1,000 population, and (c) 
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Table 1. General hospital use, by age and method of payment for care 


Age groups, in years 
All 


methods 


All ages : 101 
Under 54 
14-24 119 
25-34 162 | 
35-44 109 
45-5: 93 
55-64 104 
65 and over 125 

All ages_- 810 | 
Under 14 279 
14—24 649 
25-34 ? 99] 
35-44 912 
45-54 926 
55-64 1, 331 
65 and over ;: 1, 744 

All ages ae 8. 1 
Under 14 5. 2 
14-24 5.5 | 
25-34 6. 3 
35-44 8. 4 
15-54 9, 9 | 
55-64 12. 8 | 
65 and over 14. 0 | 


Notre: Discrepancies in totals result from rounding. 


average stay per admission. These measures 
of use have been compiled under each method 
of payment for care according to the patient 
characteristics of age, family income, and rea- 
son for admission. 

Age has a considerable influence on the level 
of hospital use, regardless of the method of pay- 
ment for care (table 1). In general, as age 
increases, so does the annual number of patient- 
days under each of the several methods of pay- 
ment. However, when hospitalization is paid 
for by a prepayment plan alone, the rate of 
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plan only 


Method of payment for care 


Prepay- 
Prepay- ment Self or 
ment | plan relatives, No Other 


plus self or both charge methods 


or rela- 
tives 


Annual admissions per 1,000 population 


29 36 23 6 5 
20 20 10 3 3 
32 32 39 8 6 
50 60 37 8 ri 
35 44 17 6 7 
26 42 13 5 7 
27 42 20 8 6 
18 36 48 10 13 


189 271 163 116 71 
86 82 51 36 2: 
174 | 171 169 83 50 
282 | 357 176 115 60 
252 | 339 115 119 87 
208 388 114 119 87 
272 490 245 234 87 
197 | 445 570 312 217 


Average stay per admission, in days 


6. 5 4.3 1 4.0 20. 1 | 14. 2 
4.4 4.2 5, 2 | 14. 6 Bs 
5. 4 5. 4 | 1.3 9. 9 8. 3 
5. 7 | 5. 9 | 4.8 15. 4 8. 6 
7.1 a7 6. 7 | 20.8 12.4 
7.9 9. 2 | 8. 7 | 26. 6 12. 4 
10. 1 | 11.8 12. 1 30. 1 14.5 
12 | 12. 5 | 11.9 32. 4 16. 7 


patient-days reaches a peak at ages 25-34 years 
and then declines through ages 45-54. A new 
peak is reached at the ages 55-64 years, with a 
second decrease for persons 65 and over. 

The average stay also rises steadily with age. 
It accelerates much more rapidly when care is 
free than when it is covered by any other 
method of payment. Free-care patients aged 
55 to 64 years and those 65 and over were 
hospitalized for averages of 30 and 32 days 
per admission, or more than twice the average 
stay of all persons at these ages. 
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Table 2. General hospital use, by members of primary families,’ by family income and method of 
payment for care 


Family income 
All 


methods 


All incomes 102 
Under $1,000 84 
$1,000—$ 1,999 97 
$2,000-$2,999 110 
$3,000—$3,999 107 
$4,000—-$4,999 108 
$5,000—$7 ,499 104 
$7,500-$9,999 9] 
$10,000 and over. 84 
Income not reported 102 

All incomes 768 
Under $1,000 810 
$1,000-$ 1,999 964 
$2, 000—$2,999 942 
$3,000-$3 ,999 810 
$4,000-$4,999 676 
$5,000—-$7 ,499 : 700 
$7 ,500—$9,999 623 
$10,000 and over 699 
Income not reported 837 

All inecomes_.- ‘4. 6 
Under $1,000 9. 6 
$1,000—-$1,999 9.9 
$2,000-$2,999 8. 6 | 
$3,000—$3,999 7. 6 
$4,000—$4,999 6. 2 
$5,000—$7 ,499 6.8 
$7,500-$9,999 6.8 
$10,000 and over aS 
Income not reported 8. 2 


' Primary families include persons related by blood, 
household). 2 Less than 0.5. 
Nore: Discrepancies in totals result from rounding. 


Family income appears also to affect the level 
of hospital use under each method of payment 
(table 2). Admissions paid for by prepayment 
plans rise rapidly with family income to the 
$5,000 level, remain stable until the $7,500 level, 
and then decline slowly. Families with in- 
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Method of payment for care 


Prepay- 


Prepay- ment Self or 
ment plan relatives, No Other 
plan only | plus self or both charge methods 


or rela- 
tives 


Annual admissions per 1,000 population 


30 37 23 5) 5 

7 13 36 15 14 
15 20 36 12 13 
27 30 34 10 7 
35 39 2) a 6 
3¢ 15 21 2 3 
36 15 16 2 3 
50 14 12 3 Zs 
26 1() 15 (2) 3 
27 37 25 f 8 

Annual patient-days per 1,000 population 
19] 273 153 85 65 
1] 105 346 170 145 
136 153 261 212 187 
201 282 208 178 2 
219 253 143 119 74 
226 289 105 27 29 
200 321 106 31 413 
192 305 76 28 22 
163 376 144 | 15 
223 261 172 123 58 
Average stay per admission, in days 

6. 4 (age: 6. 6 16. 7 13. O 
5a | fe, 9. 5 | 12.9 10. 3 
9. 3 te (oe - 17. 6 14. 4 
8 9. 3 6. 2 17. 8 10. 3 
6.3 7. 2 5. 7 23. 0 12.3 
6. 2 6. 4 1.9 11.5 9. 7 
5. 5 tel 6. 6 12.9 14.3 
6. 4 4.0 6. 5 10. O (fe 
6.3 9. 4 6. 7 1. 5 5. O 
8. 4 7. 0 6.9 28. 2 1.3 


marriage, or adoption (one of these being the head of the 


comes below $1,000 pay for nearly one-half of 
all their admissions and patient-days through 
their own resources alone. Families with in- 
comes between $1,000 and $3,000 have the high- 
est rate of hospital use as measured in patient- 
days per year. 
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Table 3. General hospital use, by reason for admission and method of payment for care 








Method of payment for care 


| } 





| Prepay- 
Reason for admission Prepay- ment | Self or : 
All ment | plan _ | relatives, No | Other 
| methods | plan only | plus self | or both charge methods 
| orrela- | | 
| | tives | 
| ee Ho. ee ae ee 
Annual admissions per 1,000 population 
All reasons- - -- ; 100 29 | 36 23 6 5 
ne : 25 6 | 11 | 5 | 2 | 1 
LL oo aoe 22 5 7 | 7 | 1 | (?) 
ee 16 6 6 | 3 | 1 | l 
Accidents ___~--- ea Se ae z 6 | 2 l ] (1) ] 
Other reasons--- - - - : : 32 10 1] 7 2 1 
Annual patient-days per 1,000 population 
All reasons - - - 808 188 271 163 116 a 
Surgery : 261 45 104 51 | 4] 21 
Obstetrics _ _- 96 25 34 29 4 4 
Pediatrics = 82 25 24 15 1] 7 
| a 20 14 | 14 | 17 12 
Other reasons__ -- 292 73 | 94 54 44 27 
Average stay per admission, in days 
All reasons - - —- 8. 1 6.5 4.5 7. 0 20. 2 12, 2 
Surgery _---- ; eas 10. 6 | 7. 6 9. 6 10. 4 26. 7 14. 6 
Obstetrics _ _- : se oe 4.5 4. 6 18 | 4. 0 4. 4 | 6. 1 
Pediatries _ __--_-- eer 5. 2 4. 4 4.2 | 5. 2 14. 6 13. 1 
Accidents ___ __- es : 12; 8. 7 10. 2 12. 0 41,4 } i 
Other reasons_-----—-. Bare 9. 3 1.4 8. 6 La 20. 8 | 14. 6 
1 Less than 0.5. Nore: Discrepancies in totals result from rounding. 


Reasons for admission, with the except ion of 
obstetrics, seem not to have much effect on hos- 
pital use in relation to the different methods of 
paying for care (table 3). For obstetrical care, 
30 percent of all patient-days were paid for 
solely by the family, as compared with 20 per- 
cent for all reasons for admission. For each 
reason for admission except obstetrics, average 
stay was less under prepayment plans, either 
when they were the sole method of payment or 
when they were supplemented by family re- 
sources, than the average stay for all persons. 
Average stay under free care was much longer 
than care covered by other methods of payment 
for all reasons for admission except obstetrics 
and “other reasons.” 
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Prepayment Protection 

As a supplement to the tabulations on meth- 
ods of payment, tabulations have been developed 
to show contrasts in use between patients having 
some prepayment protection and those having 
none. These tabulations exclude children under 
the age of 14 years, for whom data were incom- 
plete. They relate only to the population re- 
ceiving hospital care, not to the population as 


a whole. In obtaining data on types of prepay- 


ment protection, the enumerators identified and 
reported only the most comprehensive plan for 
persons who had two or more plans. 

The type of prepayment plan and the type of 
coverage are both related to the level of hospital 
use (table 4). 


Persons with at least some pre- 
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Table 4. General hospital use among persons 
14 years old and older, by prepayment protec- 
tion status and type of coverage 





| 
|; Annual | Annual | Average 
Prepayment protection | admis- | patient- | stay 





status and type of | sions per | days per per 
coverage | 1,000 | 1,000 admis- 
popu- | popu- | sion, in 
lation | lation | days 
All persons aged 14 | 
and over- | 120 | 1, 082 | 8. 6 
With prepayment proiec- 
tion: | | | 
All types of protection_| 135 1, 043 | 7.7 
Hospital coverage | 
only —_- wil 109 | 982 | 9.0 
Hospital and surgery - 138 | . 1, 037 | 7.5 
Other combinations 15i-{ 4. Se | toe 
Blue Cross plans 1______ | 135 1,131 | 8.4 
Hospital coverage | | 
only _ _- | 112 | 1, 087 | 9. 7 
Hospital and surgery _| ‘ | 1,114 | 8. 1 
Other combinations__| 159 | 1, 524 | 9. 6 
| 
Other plans 136 | 953 | 7.0 
Hospital coverage | | 
only _ _- 103 | 770 7.5 
Hospital and surgery - 138 960 | 6. 9 
Other combinations 147 | 1, 046 | fee | 
Without prepayment pro-| | 
tection_ 93.) 1013-1 10.8 





1 Includes Blue Shield plans. 


payment protection (regardless of its compre- 
hensiveness) make more frequent use of hospi- 
tals than those without any protection. For the 
population 14 years of age and over, the annual 
admission rate for those with prepayment pro- 
tection is 135 per 1,000 population; for those 
without protection it is 93 per 1,000 population. 
Average stay per admission, however, is lower 
for those with protection (7.7 days) than for 
those without it (10.8 days). Consequently, 
the number of patient-days per 1,000 population 
is about the same for both groups. 

Persons with Blue Cross protection are ad- 
mitted to hospitals at the same rate as those 
protected under other plans. (In this study the 
term “Blue Cross” includes Blue Shield plans 
as well, and is used in referring to either type 
of plan or both types.) They stay considerably 
longer, however, and thus use more patient- 
days: 1,131 per 1,000 population as compared 
With 953. 

Substantial differentials appear in the level 
of use as measured by annual patient-days under 
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Table 5..General hospital use, by prepayment 
protection status and age 
| Prepayment protection 
| status 








Age groups, in years With | Without 


All | prepay- | prepay- 

| persons | ment | ment 
protec- | protec- 

| tion | tion 


| 








| 
| Annual admissions per 
1,000 population 





PR IE is es Ds 101 | (i 





) | (*) 
14-and over-..._....| @) 5 | 93 

Weert 4o- 2 eek al 54} (!) | ( 
TE _  enerane 119} 131 | 100 
i a 162 177 123 
35-44... a. 109 122 | 77 
oS eee 93 107. | 63 
oe ae <a 104 120 76 
Go Ata Over... oss ak | 125 154 | 108 





Annual patient-days per 
1,000 population 





pe ee 810 | () (1) 

14 and over__...---- | 1,032 ; 1,043 1,013 
Under 14- OE ee 279 (*) (1) 
14—24__ Edo 3.4 eR 649 666 623 
25—-34____- Bisa at 991 1, 059 825 
35-44 acne Ge Shee eee 912 966 775 
45-54_. Pal aie = 926 954 | 865 
eS | ee oe 1, 389 l, Zao 
65 and Overs...-.=......| 4, 744 1, 855 1, 680 

Average stay per admission, 
in days 
All ages __ ae x 8. 1 (*) (1) 

[4 and Over... =... | 8. 6 ee 10.8 
Under 14 Lene eet & 2 (Q) | 
14—24 a ae) oO nl 6. 2 
25-34 | 6. 1 6. 0 | 6. 7 
35-44 ’ aa 8. 4 | ‘toe | 10. 1 
45-54__ ii tee 9.9 | 8. 9 | 13. 7 
55-64 aE Stet | 128! 11.6 16. 2 
ee 14. 0 | 12.0 | 15. 6 





1 Data not available. 


different types of coverage. The level of use 
was lower when prepayment protection covered 
hospitalization alone or hospitalization and sur- 
gery than when coverage consisted of “other 
combinations.” Coverage for hospital and sur- 
gical costs results in a shorter average stay than 
does hospital coverage alone. 
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Table 6. General hospital use by members of primary families ' 14 years old and over, by family in- 
come, prepayment protection status, and type of prepayment coverage: Rates based on total 


population in income class 


Family income 


All incomes 


Under $1,000 
$1,000—S1,999 
$2 000-82 ,999 
$3,000 
$4,000 
$5,000 
$7,500 998 
$10,000 and over 
Income not reported 


$4,999 
$7,499 


All incomes 


Under $1,000 
$1,000—-$1,999 
$2, 000-$2,999 
$3,000 
$4,000 
$5,000—-$7,499 

$7 ,500-$9,999 
$10,000 and over 
Income not reported 


OO sITe 


$4,999 


All incomes 


Under $1,000 
$1,000—$1,999 
$2,000-$2,999 
$3,000 
$4,000 
$5,000 
$7,500-S$9,995 
$10,000 and over 
Income not reported 


$4,999 
$7,499 


household). 
2 Includes Blue Shield plans. 


Note: Discrepancies in totals result from rounding. 


In each age group, persons with prepayment 
protection have a higher admission rate than 
do those without protection (table 5). How- 
ever, their average stay is shorter, particularly 
in the older groups, and consequently there is 
less difference in the number of patient-days. 
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1 Primary families include persons related by blood, marriage, or adoption (one of these being the head of the 


Members with prepayment 


protection Members 
All eras ; without 
members prepay- 
All Covered Covered ment 
members | by Blue by other | protection 


covered Cross * plans 


Annual admissions per 1,000 population 


122 90 45 15 33 
105 25 9 16 80 
120 58 27 31 62 
138 85 38 46 53 
133 98 17 5] 34 
137 1135 55 58 24 
120 104 53 51 16 
102 88 47 42 13 
91 77 49 28 14 
116 85 47 38 31 


Annual patient-days per 1,000 population 


986 679 370 309 307 
1, 047 195 104 9] 852 
1, 196 472 274 198 724 
1, 249 738 398 340 | 511 
1, 056 748 381 367 308 

915 751 393 358 164 

896 767 399 368 129 

755 653 393 259 1038 

852 703 478 225 148 

971 682 406 207 288 

Average stay per admission, in days 
8. | 7. 6 8.3 6. 9 9. 4 
%. 9 : | 11.4 5. 7 10. 6 
10. 0 8. 2 10. 3 6. 4 ay 

9. i 8. 7 10. 4 ‘ee: 9.7 

8. 0 7. 6 8. 0 4.2 9. 0 

6. 7 6. 7 7. 2 6. 2 6.9 

7.5 1.4 7.6 1.2 7.9 

7.4 7.4 8. 4 6. 2 ee 

9.3 9. 1 9. 8 8. 0 10. 5 

8. 3 8. 0 8. 6 iaz 9. 3 


To examine hospital use rates in relation to 
family income and prepayment protection 
status, rates have been computed on two sepa- 
rate bases: (a@) total population in each income 
group and (%) population in each protection 
status in each income group. 
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Table 7. General hospital use by members of primary families’ 14 years old and over, by family 
income, prepayment protection status, and type of prepayment coverage: Rates based on pop- 
ulation in each protection status in each income class 





Family income 





Pou Le Pt 0 {a ee ee ee eae Oe ee eae A) ae 


Under $1,000__- 


$).000-51,900_..__........_...__. OETA IER 


I a da a a Ne ae 
RNG tis es Oe) 5 Ne ee ee 
$4,000-$4,999_________- 
$5,000-$7,499________- 

$7,500—$9,999_ ________- 
PIOMOO ANG OVEFS = — == cco ese cue cesces cue eas 
Beene tne6 PODOEUNE.. .. 5. 2 oe oes ee crce ws eee eee 


All incomes -_ 


Under $1,000__-- _- 


$1,000-$ 1,999 _ - 





$2,000—-$2,999_______- ee 
$3,000-$3,999_________- alec ds Anche le bc adie ee 
$4,000-$4,999_______.___- ised 
oo eee us ee a 
lO rte i ee nee sa cashcetahine dg tik 
$10,000 and over____- Co RES AO Soe MERE a Ye 
Income not reported... ................ Rata ccaesd ; 


Members with prepayment 


protection Members 


All ne ees 
members prepay- 
All Covered | Covered ment 
members by Blue by other | protection 


covered Cross 2 plans 





Annual admissions per 1,000 population 








122 137 136 139 94 
105 127 129 126 | 100 
120 166 | 194 148 | 95 
138 170 | 187 159 | 105 
133 | 150 | 156 145 | 100 
137 | 152 | 146 | 158 | 92 
120 | 129 | 126 132 | 84 
102 107 | 101 | 115 | 75 
91 97 | 100 | 92 | 69 
116 138: 135 139 | 82 








Annual patient-days per 1,000 population 





986 1, 040 1, 125 954 885 
1, 047 | 982 | 1, 466 714 1, 063 
1, 196 | 1,364} 2, 001 | 947 1, 107 
1, 249 | 1, 486 | 1, 946 1, 165 | 1, 016 
1, 056 | 1, 143 1, 256 | 1, 044 | 892 

915 | 1, 015 | 1, 049 | 981 | 630 

896 | 952 | 952 | 952 | 663 

755 | 789 | 845 | 717 | 595 

852 | 886 | 980 | 735 | 720 

971 | 1, 091 | 1, 161 | 1, 002 | 770 





1 Primary families include persons related by blood, marriage, or adoption (one of these being the head of the 


household). 
2 Includes Blue Shield plans. 


The first series of rates permits study of the 
magnitude of the components of total use within 
each income group, according to prepayment 
status (table 6). On this basis it appears that 
hospital use, in patient-days, by families with 
low incomes (below $2,000) is largely without 
protection. Families with incomes above 
$4,000, on the other hand, have prepayment pro- 
tection for most of their hospital use. 

Table 7 permits study of the specific levels 
of use by families in each protection status at 
each income level. It shows that both admis- 
sions and patient-days are greatest for low- 
income families, regardless of protection status, 
and that they decline steadily in the middle- 
income and upper-income ranges. Families 
with incomes below $4,000 with Blue Cross pro- 
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tection use hospitals at a notably higher rate 
than do other families in these income groups, 
with a maximum of 2,000 annual patient-days 
per 1,000 population, as compared with about 
1,100 patient-days for those with other types 
of plans or not covered. 


Summary 

Data on use of general hospitals, obtained in 
a national household survey of about 27,000 
families, with 90,000 persons of all ages, reveal 
the following variations with different methods 
of payment for care: 

1. Hospital use rises rapidly with age when 
costs are met by a prepayment plan plus per- 
sonal payments, personal payments alone, or 
free care, but hospitalization paid for by a pre- 
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payment plan alone shows no net increase in the 
rate of patient-days after age 34 years. 

2. Patients aged 55 years and over for whom 
no charge is made have an average stay of 1 
month, twice the average stay for all admissions. 

3. Families with incomes under $3,000 pay 
for about one-half of their hospital care 
through their own resources or else have free 
care. 

4. When care is paid for by a prepayment 
plan plus family resources, annual patient-days 
rise as family income increases. 

A comparison of hospital use with prepay- 
ment protection and use without it, for the 
population 14 years of age and over, shows the 
following highlights: 


1. Prepayment protection is associated with 
more admissions and more patient-days per 
1,000 population. 

2. At all ages, persons with prepayment pro- 
tection have a higher admission rate but a 
shorter stay than those without protection. 

3. Low-income families (under $1,000) with- 
out prepayment protection have substantially 
more admissions and more patient-days than 
do similar families with protection, while the 
reverse is true at higher income levels. 

4. Families with incomes below $4,000 who 
have Blue Cross protection use hospitals at a 
notably higher rate than all other tamilies in 
this income range. 


Selwyn D. Collins, 1891-1959 


Dr. Selwyn D. Collins, on the staff of the 
Public Health Service since 1920, died March 
24 in Boston. An innovator in public health 
research techniques, he was chief of the Divi- 
sion of Public Health Methods’ Morbidity and 
Health Statistics Branch for nearly two dec- 
ades. His work included participation in the 
Hagerstown Morbidity Studies, the Committee 
on the Costs of Medical Care, the first National 
Health Survey, and the survey of the Eastern 
Health District of Baltimore in which the Pub- 
lic Health Service, the Milbank Memorial 
Fund, Johns Hopkins University School of 
Hygiene and Public Health, and the Baltimore 
City Health Department collaborated. 

In 1930 Dr. Collins began his studies of ex- 
cess mortality associated with epidemics of in- 
fluenza. He showed that mortality from other 
causes also increased during epidemics. 

Beginning in 1938 Dr. Collins served on 
three decennial conferences for the revision of 
the International List of Causes of Death and 
assisted in developing the combined morbidity 
and mortality code for classification of diseases 


now in use by member nations of the World 
Health Organization. He was chairman of the 
Index Subcommittee for the 1948 edition of 
the International Statistical Classification of 
Diseases, Injuries, and Causes of Death. Also, 
in the international field, he worked with the 
International Health Organization of the 
League of Nations and was a member of the 
WHO Expert Committee on Health Statistics. 
He was consultant on vital statistics to the occu- 
pation government in Japan, and, recently, a 
delegate to the Second International Statistical 
Congress, Bogota, Colombia. 

In conjunction with the editors of the 1952 
edition of the Standard Nomenclature of Dis- 
eases and Operations, he directed the conver- 
sion of diagnoses to ISC categories. 

A Fellow of the American Public Health As- 
sociation, Dr. Collins served for 2 years as 
chairman of the statistics section. He was a 
member of the American Epidemiological So- 
ciety and of the Washington Academy of 


Sciences. 





Public Health Reports 














Public Health Nursing 
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MONTANA INDIANS 


Two public health districts in 
Montana provide public health 
nursing services for Indian fam- 
ilies living within the boundaries 
of three reservations. Under a 
contractual agreement between 
the Montana State Board of 
Health and the Division of In- 
dian Health of the Public Health 
Service, Public Health District 
I (Big Horn and Rosebud Coun- 
ties) at Hardin serves the In- 
dians on the Cheyenne and Crow 
Reservations, and Public Health 
District II (Lake and Sanders 
Counties) at Polson serves the 
Flathead Reservation. Four 
other reservations in Montana 
are served directly by the Di- 
vision of Indian Health. 

Complicating the tasks of the local health 
departments are empty stretches of land and 
the mobility of the people. The prairies are 
sparsely settled, with 1 to 3 people per square 
mile, and crossed only by obscure trails and 
endless miles of fencing in which gates are in- 
visible unless hung with an old coat or blanket 
(see photograph). Families migrate to higher 
land in summer or move in with more fortunate 
friends or relatives, leaving children to the care 
of neighbors or relatives. 

The location of the homes and ranches of the 
Indians and non-Indians in the two districts 
makes cooperative health services feasible. Un- 
like the Navajo and other tribes who live apart 
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on tribal lands, Montana Indians and non- 
Indians in these two districts live side-by-side in 
the towns and on the ranch lands. 

In both districts the Indians comprise sub- 
stantial minorities of the total population. Dis- 
trict I has a population of about 18,000 of whom 
4,000 are Indians, and District II contains 
21,000 people, including 2,000 Indians. Fur- 
thermore, Indians who receive the same kind of 
public health nursing services from the same 
agency as the rest of the citizens may be en- 
couraged to participate in other aspects of the 
regular life of their communities. 

The local health departments use the same 
personnel to serve the Indian and non-Indian 
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residents. The only difference is that the In- 
dians, because of the magnitude of their health 
problems, require a higher ratio of personnel 
per population and more concentrated services. 
Indian health needs are estimated to be 10 to 15 
times greater than those of others in the same 
area. Currently, each local health staff is or- 
ganized to include a full-time health officer, 
public health nurses, sanitarians, health educa- 
tors, and office clerks. 


Collaborating on the picture story were these of- 
ficials of the Montana State Board of Health, Hel- 
ena: G. D. Carlyle Thompson, M.D., M.P.H., 
acting executive officer; Wava L. Dixon, director of 
public health nursing; and K. Elizabeth Anderson, 
director of public health education; and these staff 
members of Public Health District I: at Hardin, 
the late Elizabeth Bishop, M.D., M.P.H., health 





officer; and Doris G. Chandler, health educator, Chatting with a man whose wife has tuberculosis, 
who took the photographs; and at Forsyth, Andre the nurse sets a date for his chest X-ray. The In- 
Pederson Gulvas, public health nurse. dian death rate for the disease is high. 





When a child is very ill and an isolated family cannot wait for a doctor, the nurse may give emergency service, 


plan for transportation, or take the family to medical or hospital care. 
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Left: Taking throat cultures or other evidence to a physician is part of the nurse’s job in control of 
communicable disease. Right: For a sick child she improvises isolation techniques in a one-room cabin, 
then takes the quarantined family’s grocery list to the store. 











Left: On a school visit the nurse finds the slide needs repairs. Right: An Indian girl, torn between “living 
like others” and love of family, finds the nurse a friendly counselor. 
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Visceral and Cutaneous Larva Migrans 





PAUL C. BEAVER, Ph.D. 


MONG ANIMALS in general there is a 
wide variety of parasitic infections in 
which larval stages migrate through and some- 
times later reside in the tissues of the host with- 
out developing into fully mature adults. When 
such parasites are found in human hosts, the 
infection may be referred to as larva migrans 
although definition of this term is becoming 
increasingly difficult. The organisms impli- 
cated in infections of this type include certain 
species of arthropods, flatworms, and nema- 
todes, but more especially the nematodes. 

As generally used, the term larva migrans 
refers particularly to the migration of dog and 
cat hookworm larvae in the human skin (cu- 
taneous larva migrans or creeping eruption) 
and the migration of dog and cat ascarids in 
the viscera (visceral larva migrans). In a still 
more restricted sense, the terms cutaneous larva 
migrans and visceral larva migrans are some- 
times used to denote the formation of lesions 
due to a particular species of larva known or 
presumed to be the one most commonly in- 
volved: Ancylostoma braziliense in the skin, 
and 7'oxvocara canis in the viscera. This usage 
of the terms is incorrect, however, since, as pre- 
viously emphasized, the character and location 
of the lesions and the resultant symptoms are 
unreliable clues in the specific identification of 
the causative organisms (/). 


Development of Concepts 


The various groups and species of worms in- 
volved in the larva migrans type of infection, 
the clinical features of the diseases caused by 
them, and certain biological aspects of the host- 
parasite relationships have been discussed in 
a number of recent reports and reviews (2-5). 
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In the development of our concepts of larva 
migrans there have been four major steps. The 
first, of course, was the discovery by Kirby- 
Smith and his associates some 30 years ago of 
nematode larvae in the skin of patients with 
creeping eruption in Jacksonville, Fla. (6). 
This was followed immediately by experi- 
mental proof by numerous workers that the 
larvae of A. braziliense readily penetrate the 
human skin and produce severe, typical creep- 
ing eruption. 

From a practical point of view these demon- 
strations were perhaps too conclusive in that 
they encouraged the impression that A. brazil- 
zense was the only cause of creeping eruption, 
and detracted from equally conclusive demon- 
strations that other species of nematode larvae 
have the ability to produce similarly the pro- 
gressive linear lesions characteristic of creep- 
ing eruption. While in the initial studies by 
Kirby-Smith it was possible to demonstrate 
larvae in 10 percent of the skin biopsies from in- 
dividuals with creeping eruption, no sponta- 
neous case of cutaneous larva migrans has yet 
been given a specific etiological diagnosis; that 
is, no larvae have been identified in human skin. 

For many years after it was shown that nema- 
tode larvae cause creeping eruption it was as- 
sumed that the apparently aimless migration 
was due to abnormal host-parasite relationships 
and that the larvae eventually perished and 








Dr. Beaver is professor of parasitology, department 
of tropical medicine and public health, Tulane Uni- 
versity School of Medicine, New Orleans, La. This 
paper was presented at the Communicable Disease 
Center’s Conference for Teachers of Veterinary Pub- 
lic Health and Preventive Medicine, and Public 
Health Workers, Atlanta, Ga., June 12-18, 1958. 
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were destroyed in the skin. Two significant 
early observations argued against that view. 
Wright and Gold’s finding of pulmonary infil- 
trations during or following the active phase 
of creeping eruption suggested that at least 
some of the larvae succeeded in making the 
normal migration to the lungs (7). It was also 
noted, however, that the pulmonary infiltra- 
tions could have resulted from the larvae with- 
out their having left the skin. Evidence of a 
more convincing nature was provided by the re- 
port of an authenticated intestinal infection of 
A. braziliense in a boy in Texas (8). If adults 
could be found in the intestine, the larvae must 
have migrated from the skin through the lungs 
enroute to the intestine. That record is no 
longer accepted, however, and the reports of in- 
testinal infections of A. braziliense in man in 
other parts of the world have likewise been ren- 
dered doubtful by the observations that a mor- 
phologically very similar species, Ancylostoma 
ceylonicum, formerly regarded as a synonym of 
A. braziliense, is a valid species (9). An obser- 
vation by Muhleisen was, therefore, of special 
significance (70). For a period of 24 days he 
found large numbers of larvae in the sputum of 
a man with severe and extensive skin lesions, 


leaving no doubt about migration from the skin 


to the lungs. Unfortunately the larvae were 
not identified, but it was determined without 
any doubt that a mature intestinal infection did 
not develop in this case. 


Second Step 


The second major event in the study of larva 
migrans came in 1952 with the discovery and 
identification of 7’. canis larvae in liver biopsies 
from children with a common disease which up 
to that time had been given a number of dif- 
ferent names but was of unknown etiology 
(11). This was followed a year later by an 
experimental demonstration of the etiological 
role of 7. canis (12) and by numerous confirm- 
atory reports indicating that this common as- 
-arid of dogs is responsible for much illness in 
children here and in other parts of the world 
and that it apparently is an occasional cause of 
death (73). 

Biopsy and autopsy studies in children, and 
rarious types of studies in experimental ani- 
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mals have provided more interesting facts 
about 7’. canis as a cause of the visceral type of 
larva migrans than can be mentioned here. 

Briefly, it has been established that infection 
is acquired by ingesting soil previously con- 
taminated by infected dogs. Eggs passed in 
the feces, under favorable conditions in the soil, 
become infective in 2 to 3 weeks, containing 
second-stage larvae which, when taken into the 
intestine of a child, erupt from the egg, pene- 
trate the intestinal wall, and soon reach the 
liver. A majority of the larvae may remain in 
the liver but others pass on to the lungs and to 
other parts of the body. Larvae have been 
found in nearly all organs. It is of chief inter- 
est that a high proportion of them invade the 
central nervous system and a considerable num- 
ber have been found in the eye. The tragic 
consequence of invasion of the eye is the devel- 
opment of a lesion which by its resemblance 
to retinoblastoma prompts the unnecessary re- 
moval of that vital organ. 

Although most of the larvae eventually come 
to rest in one location and stimulate fibrous en- 
capsulation, there is a period of at least several 
weeks during which they move about in the tis- 
sues of the visceral organs in much the same 
manner as hookworm larvae migrate in the 
skin, leaving in their wake long trails of in- 
flammatory and eosinophilic granulomatous re- 
actions. 

Thus in comparison with their microscopic 
size the wandering larvae produce large and ex- 
tensive lesions that can be readily seen with the 
unaided eye in and on the surface of the liver 
and, at times, in other organs, especially the 
brain. This is the type of infection now called 
visceral larva migrans. Its most prominent 
clinical feature is high, stable, and persistent, 
eosinophilia, not uncommonly reaching levels 
suggestive of eosinophilic leukemia. Less out- 
standing and less constant features are enlarge- 
ment of the liver, hyperglobulinemia, intermit- 
tent fever, infiltrations of the lungs, neurologi- 
cal symptoms, and deviations in behavior. 

Thus far 7’. canis is the only species of larva 
identified in cases of visceral larva migrans. 
However, there is a good experimental and epi- 
demiological basis for suspecting other species 
to be similarly involved. Towocara cati, as 
common or more so in cats as 7’. canis is in 
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dogs, should occasionally reach the tissues of 
children. In one instance a larva in a child’s 
liver has been questionably identified as 7’. 
cati (14). 

Greatest anticipation of early incrimination 
is with Ancylostoma caninum. This worm is 
more common in dogs than 7’. canis, and occurs 
in cats as well as dogs. Whereas 7’. canis is 
relatively uncommon in older dogs and is es- 
pecially uncommon in sexually mature females, 
A. caninum is found in both dogs and cats at all 
ages. Both parasites take full advantage of 
prenatal infection in maintaining a high level 
of endemicity and both are known to persist 
in the tissue of experimental animals for more 
than a year. There is no apparent reason why 
the larvae of A. caninum should not be found 
in the tissues of children along with the Z’oxo- 
cara species. However, further studies may 
bring to light an explanation which is pres- 
ently not apparent. Larvae entering the body 
through the skin are less apt to be found in the 
liver and it is probable that A. caninum larvae 
are much less frequently ingested than the eggs 
of Torocara and some of the other helminths. 

The searching of liver biopsies for 7’oxocara 
larvae has in recent years uncovered three cases 
of Capillaria hepatica which formerly was 
found only at autopsy and was thought to be 
rare in man. It is hoped that when nematode 
larvae are encountered in the examination of 
human tissues it will not be assumed on cir- 
cumstantial evidence that they are any particu- 
lar species but rather will be identified on the 
basis of characteristic morphology. 


Third Step 


The third notable contribution to our knowl- 
edge of larva migrans came from a series of 
studies on the basic life cycle patterns among 
the ascarids. Sprent (75) summarized these 
studies and pointed out that while infections 
by some and perhaps most of those species 
adapted to carnivorous land mammals can be 
transferred from host to host in the same man- 
ner as Ascaris lumbricoides, that is, by inges- 
tion of infective eggs in contaminated soil, the 
usual pattern under natural conditions includes 
intermediate or transport hosts. 

Originally our domesticated dogs and cats 
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may have acquired their ascarid and perhaps 
some of their hookworm infections not directly 
from the soil but indirectly by eating other 
mammals which by feeding on the ground had 
earlier picked up the infective stages, pre- 
served or further incubated them in their tis- 
sues, and passed them on to their predators. 

Experimentally, 7’. canis, 7’. cati, and A. cani- 
num can be transferred to their final host by 
first inoculating mice or other small mammals 
which are then after several days, weeks, or 
months fed to dogs or cats. The significance 
of such observations is immediately apparent. 
They point out that our previous interpreta- 
tion of larva migrans caused by these species 
was essentially incorrect. The migration and 
persistence without development in human tis- 
sues are not, as we had supposed, basically due 
to an abnormal host relationship. We may still 
regard man as an abnormal host for the adult 
stage, and an unnatural host for the larvae in 
that he provides no advantage for the parasite 
as a species, but the behavior of the larvae in 
man being the same as in natural transport 
hosts apparently is not abnormal. It is then 
to be expected that any of the larval stages of 
nematode parasites of wild or domesticated 
‘arnivorous animals adapted to the use of 
mammalian intermediate or transport hosts may 
grasp the opportunity to enter the tissues of 
human hosts and await, unsuccessfully of 
course, the transfer to a predator final host. 

It is obvious from these remarks that detailed 
studies on the life cycles of all worm parasites 
of animals having contact with humans have 
great usefulness in the study of larva migrans 
and other zoonotic helminthiases. 


Fourth Step 


The fourth major advance in larva migrans 
research was Nichols’ demonstration of the 
feasibility of identifying nematode larvae in 
microsections of tissues (16,17). These classic 
morphological studies, while limited to only a 
half dozen species considered most likely to be 
encountered in human tissues, left no doubt that 
descriptions of these and other species could be 
sufficiently detailed to permit reliable identifica- 
tion often when only fragments of the larvae 
are available for study. The interpretation, 
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prevention, and effective control of any para- 
sitic disease are, of course, dependent upon the 
accurate identification of the organism which 
causes it. To make this possible, additional 
studies such as Nichols’ are needed. 


Research on Prevalence 


Inasmuch as public health programs place 
strong emphasis on the reliable determination 
of disease prevalence and on the development of 
preventive measures, we should mention here 
two additional phases of research in which re- 
cent studies show promise of providing im- 
portant, useful information. 

Thus far it has not been possible to get a 
clear picture of either the extent or the prev- 
alence of visceral larva migrans. Originally, 
diagnosis was based on liver biopsies taken by 
laparotomy. This procedure is too hazardous 
and expensive to be used routinely. Further- 
more, no specific therapy is available, and usu- 
ally when additional infection can be prevented, 
the prognosis is favorable. It is understand- 
able, therefore, that a clinical diagnosis, un- 
confirmed by actual identification of the causa- 
tive organism, is relied upon in the management 
of most cases. It is equally understandable that 
unconfirmed clinical diagnoses are not really 
satisfactory. 

In view of these circumstances, it is of great 
interest that promising and already somewhat 
useful serologic techniques of diagnosis are 
being developed by Sadun and associates (78), 
Kagan (19), and Jung and Pacheco (20). The 
fault in serodiagnostic methods has been their 
lack of specificity due to cross-reacting antigen- 
antibody systems among related worms. By 
fractionation and purification of antigens, cross- 
absorption of antibodies, and application of the 
recently developed hemagglutination and _floc- 
culation tests apparently reliable diagnoses are 
now being obtained. 

With the recognition that dog and cat para- 
sites cause obscure, serious disease in humans, 
surveys to determine the geographic distribu- 
tion and prevalence of individual species have 
taken on new significance. Among the first to 
recognize this and to carry out a thorough and 
meaningful survey of dog parasites were Don- 
aldson and his associates (27) and Ehrenford 

22). 
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Ehrenford has given at least a partial answer 
to one of the first and most significant questions 
asked about 7’. canis. Recognizing that pups 
are more often infected than adult dogs the 
question is often raised as to the actual risk 
with older dogs. Ehrenford’s answer is that 
the risk depends upon the sex of the dog. Males 
are about as frequently infected as pups but the 
incidence among females is lower at all ages 
and is markedly lower in the mature adult. In 
Indiana and adjacent States less than 5 percent 
of mature females were found to be infected, 
while almost a third of the mature males were 
passing Zowxocara eggs that might eventually 
be the cause of illness in children. These data 
were obtained from stray, uncared for, un- 
wanted dogs, as has been the case in almost all 
published surveys. 

Studies in New Orleans indicate that al- 
though the rate of infection among well cared 
for dogs is relatively much lower, it still is 
disturbingly high. Among 171 fresh dog stools 
collected along the sidewalks in front of houses 
of perhaps the most sanitation-minded, hy- 
giene-conscious, and economically most favored 
families in the city, 7 percent contained 7’. canis 
eggs; hookworm eggs were found in 51 percent, 
and 7'richuris in 25 percent. Almost all of these 
stools were judged to have come from adult 
dogs. 

Also in New Orleans, among 103 immature 
and 222 mature dogs brought to veterinarians 
for various services, all relatively expensive 
(indicating the owners’ concern for their well- 
being), Zoxvocara was found in approximately 
15 percent of the young dogs and 3 percent of 
the older ones (23). Relatively few of the 
dogs of either age group were presented spe- 
cifically for anthelmintic treatment. Nearly 
half of them harbored hookworms and one- 
fifth had 7'richuris infections. 


Conclusion 


There is much needed information to be de- 
rived from good surveys and epidemiological 
studies of intestinal parasites of dogs and cats. 
To be of greatest usefulness such studies should 
be carried out with the sane careful prepara- 
tion and epidemiological forethought and pur- 
pose as would be acceptable in a study of hu- 


331 





In fact such studies can be distribution of Tovocara larvae in the tissues 
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Second National Conference on World Health 


The Second National Conference on World Health will be held in Washing- 
ton, D.C., May 7-9, 1959, under the sponsorship of the National Citizens Com- 
mittee for the World Health Organization. Conference chairman will be Dr. 
Milton S. Eisenhower, president of the Johns Hopkins University. Topics in- 
clude prospects for the International Health Year; health and population 
changes; health and the American image abroad; and training and exchange 
programs for public health personnel. 
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Considering the Aged 


A. L. CHAPMAN, M.D. 


ANY institutions and many programs 
are feeling the pinch of greater and 
greater demands on their facilities by older 
people. At the Peter Bent Brigham Hospital 
in Boston, for example, 7 percent of the pa- 
tients during 1913-18 were 61 years of age or 
older as compared with 20 percent for the 
1938-43 period. At present, the ratio is well 
above 20 percent and may approach 30 percent. 
Unpublished records from the Massachusetts 
General Hospital in Boston, as another ex- 
ample, show that the average age for all medi- 
cal admissions, excluding pediatrics, rose from 
35 years in 1912 to 60 years in 1949. 

In the visiting nurse programs, too, the case- 
load has become increasingly weighted with 
older and chronically ill persons. Some esti- 
mate that approximately 50 percent of the 
visiting nurses’ time is spent with these 
patients. 

In a rehabilitation clinic for the crippled and 
handicapped, my final example, the ratio of 
approximately 5 children to 1 adult a few years 
ago is now nearly reversed. 

It is not surprising, therefore, that anyone 
engaged in public health work or private medi- 
eal care finds himself a practicing gerontol- 
ogist. The public health practitioner, more 
than ever, must be prepared and willing to 
accept the new responsibilities imposed on him 
by an aging population and to find new ways 
of working with other professions concerned 
with the same problem. 





Dr. Chapman, an Assistant Surgeon General, is chief 
of the Division of Special Health Services, Public 
Health Service. This article is based on a lecture 
given at the Summer Institute in Social Gerontology, 
held at the University of Connecticut in Storrs, Au- 
gust 28, 1958. 
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The seeds of chronic illness are planted early 
in life, perhaps before birth, necessitating a 
continuum of services throughout life, from 
infancy on, and not abruptly at the onset of 
old age, when chronic illness is most prevalent. 
The multiplicity of services and organized 
community efforts required by patients with 
chronic illness makes the health of older people 
everybody’s business. To provide effective com- 
munity response to the increased importance of 
socioeconomic factors, the resources of many 
agencies and people need to be pooled. Of 
course, the demands of the chronically ill and 
aged are in competition with other insistent 
matters such as radiological health, air pollu- 
tion control, accident prevention, and the tra- 
ditional concerns of the community. Thus, 
consideration of the older person’s needs must 
be balanced with the needs of all members of 
the community, regardless of age or status. 


Control of Chronic Disease 


Many public health officials prefer the term 
“control” to “prevention” when speaking of 
chronic disease, primarily because of the broader 
implications of control. Control of chronic 
clisease has been described as the maximum ap- 
plication of existing knowledge and resources 
to reduce the impact of chronic disease on the 
individual, his family, and society. 

This concept may be considered in the light 
of five levels of control proposed by Dr. Hugh 
R. Leavell and Dr. E. Gurney Clark: health 
promotion, specific protection (primary pre- 
vention), early recognition and prompt treat- 
ment (secondary prevention), limiting the 
extent of disability, and rehabilitation. 

Obviously, a community program meeting all 
these needs is an idealistic goal, but a synthesis 
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of services at each level would produce a com- 
prehensive program. As the center core of 
health and medical services for the older per- 
son develops, other agencies and personnel will 
be found contiguous to the core and influenc- 
ing the health of the individual. Basic 
planning for health must include, therefore, 
cooperative action in housing, employment, rec- 
reation, and education. 

What are the activities which might be per- 
formed on each of the five levels of chronic 
disease control ? 


Health Promotion 


Health promotion encompasses all educa- 
tional activities which teach people how to 
maintain and improve their health. For the 
health agency, this means providing informa- 
tion on diet, rest, recreation, sound personal 
habits, and the availability of community re- 
sources in times of health and illness. 

In promoting health, of greatest importance 
is the need to eliminate prejudices that are all 
too prevalent among the families of older 
people, professional groups, and among older 
people themselves. 

Specific Protection 

Primary prevention is more commonly prac- 
ticed in communicable disease, the occurrence 
of which may be averted through immuniza- 
tion or isolation, than in chronic disease, know]- 
edge about which is insufficient to permit spe- 
cific protection except in certain instances. 
Among these instances, one may point out the 
possibility of industry’s preventing occupa- 
tional cancer through the removal of carcino- 
genic substances in the environment and the 
possibility of preventing accidents, particularly 
in the older age group and in the home, by a 
variety of measures. If the relationship is 
firmly established between smoking and lung 
cancer and between fats and cholesterol in the 
etiology of atherosclerosis, then specific protec- 
tion may be equally applicable here. 


Secondary Prevention 
Of utmost importance at present for the con- 
trol of chronic disease is the detection of a 
disease in an early stage and prompt treatment 
to check its progress and to retard any en- 
suing disability. 
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Widespread secondary prevention of chronic 
disease has been witnessed in the past few years. 
Single and multiple mass screening programs 
and periodic health appraisals in the offices of 
physicians, in hospitals, and in industrial 
clinics have given promise of providing an 
important wedge in the control of chronic 
disease. 

Based on the concept of the well child con- 
ference, which places children under medical 
supervision while they are still well, a new de- 
velopment in geriatrics is taking hold. This is 
the well oldsters conference to which apparently 
well older people may come for counseling, 
guidance, health appraisal, and referral to 
medical care services when necessary. 


Limiting Disability 

When a disease is clinically advanced or is in- 
curable, other measures must be taken. The 
services for the aged or chronically ill which 
attempt to limit the extent of disability cover 
a broad spectrum of medical and nursing care. 
To meet the ideal of comprehensive care, the 
patient would be cared for in his home, in out- 
patient clinics, physicians’ offices, general and 
special hospitals, nursing homes, and homes for 
the aged. 

Rehabilitation 

Services to restore an individual’s physical, 
mental, social, and vocational state as com- 
pletely as possible may be found in such diverse 
places as a nursing home, hospital, or large 
metropolitan rehabilitation center. Many kinds 
of services are offered, such as physical and oc- 
cupational therapy, medical and nursing care, 
and the adjuncts of vocational guidance and 
counseling, social service, and sheltered or 
homebound work opportunities. Thus, at the 
level of rehabilitation, perhaps more than at any 
of the other four levels, the active participation 
of a multidiscipline team is essential to effective 
operation. 


Deterrents to Programing 


For the most part, the deterrents to a com- 
munity health program for the chronically ill 
and aged are socioeconomic, and may appear 
among any of the following, which are of con- 
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cern to public health workers: (a) the person- 
ality of the older person, (4) his social and 
cultural background, (c) his economic status 
and ability to pay for services, (d) the attitude 
and orientation of the community, its leaders, 
and professional groups, and (e) the availabil- 
ity of community resources and services. 

As people age, they become less and less like 
other people of the same age. They become in- 
dividualists, and treating them as a homo- 
geneous group becomes more and more difficult. 
Any health program that depends on a mass 
approach must take account of this fact. Older 
people have participated only to a limited extent 
in community X-ray surveys, multiple screen- 
ing clinics, and mass immunization programs 
for poliomyelitis. Even when specialized ger- 
iatric programs have been established in hos- 
pital outpatient departments, the response has 
not been enthusiastic. It is as if the older per- 
son views these events as further attempts to 
isolate him, and the belief outweighs the 
advantages he may see in preferred treatment. 

Social isolation of many aging people is a 
factor closely related to their failure to partici- 
pate in community programs. The loss of job, 
spouse, family, and friends, and the gradual 
restriction of social activities may very well 
mean infrequent and brief contact with those 
who remain. 

Education aimed at social or cultural groups 
in schools, industry, service organizations, or 
elsewhere will not reach many of these people. 
In fact, the educational media of radio, tele- 
vision, newspapers, and other printed materials 
may also fail in their goals because of this 
isolation. How can health services and pro- 
grams be “sold” to the individual whose main 
contact with the outside world is a monthly 
check from the Social Security Administration, 
an infrequent visit from a welfare worker, or 
an occasional, superficial exchange of conver- 
sation with local trades people? 

Chronic illness and its restrictions upon activ- 
ity add to social attrition and accentuate, fur- 
thermore, the defeatist attitude of the older 
person and of society as a whole. The attitude 
of “why bother” when one is old, sick, and alone 
‘an lead to a failure of, or lack of interest in, 
rehabilitation activities for older people. Since 
the goals of rehabilitation for this group are, 


Vol. 74, No. 4, April 1959 


for the most part, no more than self-care or 
activities of daily life, not full employment, 
the professional worker and older person may 
become disinterested and apathetic. Rehabili- 
tation is hard work and the measurement of 
clear-cut results is often difficult. 

Of importance, too, is the attitude of aging 
people toward preventive medicine. They have 
been reluctant to participate, as mentioned 
before, in many different kinds of preventive 
programs. Surely, their attitude is more than 
simply not wanting to bother; the feeling may 
spring from deep rooted fears of not wanting 
to borrow trouble: “What I don’t know won't 
hurt me.” Then, too, the past and present are 
more important to the older person than the 
future, so that health measures taken today 
for the future prevention of disease and dis- 
ability have little meaning to him. 

Prepaid health insurance plans for this age 
group may be the best solution, but the task 
of “selling” such plans is an additional burden. 


Care for the Older Person 


The emphasis on youth and work in America 
undoubtedly has had a bearing not only on the 
pattern with which health services have devel- 
oped but, as has been indicated, on the use of 
these services as well. In addition, industriali- 
zation, a mobile population, and the dwindling 
size of families and of living accommodations 
have created a demand for new services and 
programs for older people and yet at the same 
time have proved a deterrent to these services. 

To illustrate the increasing demands for 
specialized services, let us consider the phe- 
nomenal growth of nursing homes in the past 
decade or so. At present, an estimated 300,000 
aged persons are being cared for in some 25,000 
nursing homes and related facilities, where, for 
the chronically ill, nursing care is the pre- 
dominant need. ‘The demand for such institu- 
tional care is still growing, but many older 
people still remain in general and special hos- 
pitals, particularly mental institutions; ade- 
quate nursing homes cannot be found for them. 

It is obviously a problem with both qualita- 
tive and quantitative aspects. Qualitative con- 
trol of nursing homes by licensure, inspection, 
and establishing standards has become pre- 
dominantly a public health function. <A tre- 
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mendous task remains to be done to provide an 
adequate number of good nursing homes, well 
equipped and fully staffed with competent help. 
Licensure is not enough. Steps must also be 
taken to recruit and train nursing home per- 
sonnel and to educate the community with 
regard to these needs. 

The solution of the nursing home problem 
will not end the struggle of caring for the 
chronically ill and aged person. As a matter 
of fact, some 80 percent of the more than 2 
million aged who were disabled for 3 months 
or more last year were cared for in their own 
For those older persons living with 
spouse or relatives or with adequate resources 
for supervision, care in the home may not have 
been too difficult. But for the large numbers 
of older men and women living alone in inade- 
quate quarters and with no one to assist them, 
home care is impractical however desirable. 
Organized home care programs are finding that 
these individuals need more than the medical 
and nursing care that they get in the home; they 
need homemaker or housekeeping services as 
well. 

Homemaker services originated as a stopgap 
measure to prevent the dissolution of a family 
by providing a substitute parent during periods 
Like so many other pro- 
grams, it was thus directed primarily toward 
children and their care. 

In the past few years, however, there is in- 
creased awareness that other persons, primarily 
the chronically ill and older person, need these 
services. Some homemaker programs are at- 
tempting to meet these needs, but demand ex- 
ceeds present capacities. 

The goal of caring for the older person in 
his own home is obviously not easily achieved. 
The growth of home care and homemaker serv- 
ices 18 an essential part of the comprehensive 
program of care, but other means must be 
sought, such as foster home placement or the 
development of new facilities for graduated 
and selective care tailored to the immediate 
needs of each patient. 

The Public Health Service is currently 
studying such a facility at the Manchester 
Memorial Hospital in Connecticut, which is 
providing care: (a) for the critically ill pa- 
tient, (6) for those not dangerously ill, and 
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(c) for those who are ambulatory and capable 
of self-care. An adjoining unit provides long- 
term care, and home care has also begun. 

Another step toward better care of the home- 
bound patient, in this instance the stroke vic- 
tim, has recently been taken by the Public 
Health Service. Many patients who have suf- 
fered strokes may either never be admitted to 
a hospital for care or, if they are, are dis- 
charged to a nursing home. Because members 
of the family are ignorant of how to prevent 
deformity and disability, they and professional 
personnel alike have watched helplessly as many 
victims of stroke have become permanently 
crippled and bedridden. Early ambulation of 
the stroke victim and active and passive exer- 
cises are means by which disability may be lim- 
ited, and members of the family may aid the 
patient in these respects, thus saving the time 
of professional workers. 

To aid in the limitation of disability, the 
Chronic Disease Program of the Public Health 
Service has prepared a booklet entitled “Strike 
Back at Stroke.” Based on the family physi- 
cian’s prescription, it is an illustrated instruc- 
tion manual for the stroke victim’s family to 
assist them in his care. 

Thus we find new programs developing as 
the result of socioeconomic changes, programs 
that are based on the premise that the most log- 
ical and acceptable place for the care of the 
older person is in his own home. In addition 
to those described above, there are other com- 
munity programs such as “Meals on Wheels” 
(which has aptly been called the “Bicycle Built 
for Stew”), which serves hot, nutritious meals 
in the homes of older persons incapable of 
preparing their own meals. 

Recent studies in urban communities have 
shown that homebound older patients would 
prefer assistance with simpler tasks, such as 
marketing and personal errands, or companion- 
ship, to meals served at home. The need for some 
degree of independence is still felt by older 
persons, regardless of the extent of their handi- 
cap or capabilities. The need for friendly vis- 
iting programs or housekeeping services there- 
fore becomes more apparent. 

Many activities, we see, not usually consid- 
ered a part of public health are relevant to the 
health of older people and extend beyond the 
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clinical and pathological aspects of aging. 
Public health workers who would help these 
people conserve their health cannot, therefore, 
ignore the older person’s requirements in food, 
clothing, and shelter. Nor can public health 
workers ignore the interdependence of health 
and leisure, employment, and social relation- 
ships. It follows, therefore, that to obtain op- 
timum adult hygiene, the disciplines of medi- 
cine, public health, and the social sciences must 
be called on for help. 


Training and Education 


The fact that public health workers have, 
without any directed change of policy, found 
themselves working with older people entails 
training the health specialist so that he may 
have the necessary knowledge and skill to per- 
form his new responsibilities capably. 

Training in chronic disease and aging is 
needed at two levels: formal, long-term courses 
for professional workers prior to their entrance 
into public health, and short-term refresher 
or “re-tread” courses for those already in the 
field. 

A recent study of the curriculum of schools 
of public health revealed that a surprising 
amount of time (indeed, a continually increas- 
ing amount of time) was spent in lectures, sem- 
inars, field visits, and student assignments on 
chronic disease and aging. Professional train- 
ing is exposing public health workers to basic 
concepts and problems relating to the chron- 
ically ill and aged person. 

Short-term training is gaining momentum, 
also. Large numbers of professional, semi- 
professional, and lay persons have availed 
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themselves of refresher courses, seminars, in- 
stitutes, inservice training courses, and the like. 
These activities have brought to the partici- 
pants new skills and knowledge, but more im- 
portant they have stimulated interest and pro- 
vided an impetus to community programing. 


Need for Research 


In describing the impact of aging on health 
programs, I have hopefully indicated, perhaps 
indirectly, where gaps exist. The social scien- 
tist may help fill in these gaps through research. 
Health workers, in order to develop sounder 
programs for the older person, need more in- 
formation on (a) the attitudes of the commu- 
nity, professional workers, and the elderly on 
aging and programs for aging persons, (4) the 
reasons behind the use or nonuse of community 
health facilities, (c) the relationship of health 
and illness to work, leisure time activities, and 
attitudes toward others, (d) the important fac- 
tors that motivate older persons to seek rehabil- 
itation, and (e) the barriers and incentives to 
good community planning. 

Changes have taken place that necessitate a 
fresh approach to the solution of the ever-in- 
creasing problem of an aging population. We 
in public health feel that this is one of the most 
important tasks confronting us today. Experi- 
mentation with new techniques and the appli- 
cation of present knowledge are not enough. 
Our ultimate goal cannot be reached without the 
strength and support of further research. And 
that goal will be reached when, through com- 
prehensive community planning, we succeed in 
enriching the later years as we have extended 
them. 
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Scientific Lxchange 






FRED R. CAGLE, Ph.D. 


Specific steps for strengthening American science 
in relation to science in the U.S.S.R. are advocated 
by Professor Fred Cagle, chairman of the depart- 
ment of zoology, Tulane University, after 40 days of 
consultations with scientists in research institutes in 
the Soviet Union. Cagle visited Soviet centers in 
behalf of the American Institute of Biological Sci- 
The following text is based upon informal 
remarks by Cagle in Washington, D.C., December 


ences. 


17, 1958. A formal report of this mission was pub- 
lished in the Bulletin of the American Institute of 
Biological Sciences, January 1959, pp. 16-20. 


. intense preparations, I went to 
Russia confident that I knew a great deal 
about the country. I returned aware mainly 
As a scientist, what 

As an American, I 


of my vast ignorance. 
I learned was gratifying. 
also found it frightening. 

Although in many respects Russian biologi- 
cal sciences are less advanced than ours, the rate 
of progress is such that in a few years ours 
can easily be surpassed. 


Science Carries Weight 


I was particularly impressed with the influ- 
ence that scientists enjoy in their government. 
Many of them have a status and responsibility 
comparable to that of a Senator or Congress- 
man inthiscountry. One of the botanists I met 
impressed me particularly by the intelligence 
of her questions about America. For this rea- 
son, I inquired about her and learned that she 
was a deputy president of one chamber of the 
Supreme Soviet. 

Scientists, I was told, do not merely advise or 
recommend but actually plan the studies which 
should be carried on in connection with such 
public projects as, say, a new reservoir. And in 
pursuing such studies, which aim primarily at 
practical applications, as does most Soviet 
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science, it appears that they also provide for 
basic research. Like us, Soviet scientists wish 
to answer fundamental questions as well as the 
immediate ones. 


Eager to Exchange 


Soviet scientists are eager for us to know 
what they are doing. Repeatedly they ex- 
pressed irritation to me because we do not read 
their literature. Although they do not under- 
stand why we do not learn Russian, they have 
published many of their papers with both Rus- 
sian and English titles and with abstracts or 
summaries in English. With some encourage- 
ment from us, they would certainly do more to 
make their papers available in English. 

They tend to publish their more valuable 
papers as monographs, for which they are well 
paid, rather than in serial journals. So it be- 
comes necessary for us to learn not only what 
is available in their literature but also how to 
appraise it. Several scientists expressed amaze- 
ment that we had bothered to translate some 
of the Russian works which we have put into 
English, and on the other hand they could not 
understand why we had ignored certain 
important biological studies. 


Ignorance of America 


Learned though they are in their sciences, the 
Soviet scholars are remarkably ill-informed 
about American scientific institutions and their 
operations. To illustrate the contrasting cus- 
toms: When an American requests a Russian 
publication from a Soviet scientist, the book is 
procured and mailed at government expense; 
but when a Russian puts such a request to an 
American university professor, the book is sent 
as a courtesy, often at considerable personal 
expense. 
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In this country, most biological research is 
conducted in universities as an adjunct of teach- 
ing; the Soviets conduct most research in re- 
search institutions. Here, when an investiga- 
tor assumes administrative or political duties, 
he usually discontinues scholarly research. In 
the Soviet research institutions, it is assumed 
that the administrative directors will continue 
their studies and that facilities will be provided 
to the extent they are available. For example, 
Pavlovsky, the father of Russian zoology, con- 
tinues to publish reports of his new research al- 
though he has many official duties and is well 
advanced in years. 

It is almost impossible for a Soviet scientist 
to comprehend the character of an American 
university or the procedures by which our re- 
search is financed. When I told my hosts that 
Tulane was a private institution, they assumed 
it was dedicated to profits, or that it returned a 
profit to the people who financed it, or that, 
since it was supported by gifts, it was a charity 
school for the poor. 

Their ignorance of American institutions ap- 
peared to be a product of their specialized 
education, rather than a lack of curiosity or 
freedom of inquiry. So far as I could observe, 
they seemed relaxed in their attitudes and were 
willing to discuss any subject. Despite such 
events as Pasternak’s refusal of the Nobel Prize, 
they appear to feel we exaggerate conditions 
there. Among the men I met was a geneticist 
who told me with some scorn that he was one of 
several reported by the American press as 
liquidated for opposition to Lysenko. During 
the period of his supposed suppression, he said 
he had published several major papers on 
genetics. 

I was also assured repeatedly that Commu- 
nist Party membership is not a factor in deter- 
mining promotions in research institutes. A 
candidate, the term used for a predoctoral 
worker, is at first assigned duties according to 
the needs of his supervisors, but as he demon- 
strates a capacity for original investigation, he 
is given free rein and promotions according to 
the professional appraisal by his colleagues. 
On the other hand, on an occasion when I was 
admonishing my hosts that scientists must not 
behave like politicians, I was told that nearly 
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half of the scientists in the immediate gather- 
ing were members of the Communist Party. 
“We are not like politicians,” my informant 
emphasized. “We are politicians.” 


Opportunities for Research 


Research academies of the constituent Re- 
publics of the Soviet Union appear to be free to 
develop their own programs. ‘They are not 
subordinate to the All-Union Academy, but the 
work of all academies is coordinated by a sepa- 
rate council. I am under the impression that 
each Republic finances its own research insti- 
tutes and that they are under no other restraint 
as to the direction of their activities. 

The institutions were adequately but not 
elaborately equipped. One celebrated institu- 
tion I visited at Irkutsk on Lake Baikal is 
housed in a small wooden structure, with cubby- 
holes for individual investigators. In construc- 
tion at this station, however, is a collection of 
brick buildings, scheduled for completion next 
year, to house the International Limnological 
Institute. One of the buildings is a dormitory 
planned for the use of scientists from other 
lands. Directors of the institute said they 
would like to have Americans and others come 
to work there for 6-month terms. 

Typically, it did not occur to the Soviet sci- 
entists that an American might find it difficult 
to raise the money for such a stay. They are 
not even aware that some Americans have found 
it difficult to travel as they wish in the U.S.S.R., 
although they do know and deeply resent re- 
strictions that have been placed on Soviet visi- 
tors to the United States. Their resentment is 
the stronger because many wish to come here 
on scientific missions. 


Conclusions 

From my conversations and observations, it 
appears that if we continue to expand present 
programs to send well-informed scientists from 
the United States for consultation with their 
Soviet colleagues, they would certainly be effec- 
tive in improving Soviet understanding and re- 
spect for this country. Moreover, since the 
Soviet scientist has a direct voice in govern- 
ment decisions, the influence of American visi- 
tors could come to be felt in the highest political 
circles. It is recognized that such visitors need 
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to be well informed, and should be well briefed 
in advance. I found also it was quite helpful 
to have personal letters of introduction wher- 
ever I visited. As many Russians speak Eng- 
lish, the language barrier is not overwhelming, 
but it is nevertheless an incalculable asset for 
the visitor to know the language of the host 
country, if only as a matter of good will. 
Another means we may use to inform Soviet 
scientists about the United States is to publish, 
in our scientific journals, essays which comment 
upon and explain some of the complexities of 
our society. We can also expand our exchange 
of journals. The scientific libraries of the vari- 
ous Republics are usually inadequate and they 
would like to exchange with us. It would not 


be difficult to prepare a list of libraries which 
wish to share in such an exchange. 

To encourage the publication in English of 
abstracts of Russian papers, we might recipro- 
cate by publishing Russian language abstracts 
of important American contributions. We also 
need to make a more systematic effort to study, 
appraise, and collect Russian biological litera- 
ture, as a phase of the current Russian trans- 
lation program. 

In my judgment, we should send more biolo- 
gists to work in the U.S.S.R. At present there 
is only one biologist on the staff of our Em- 
bassy in Moscow. Strong representation there, 
I feel, could do much to inform Soviet scien- 
tists about American scientists and their work. 


Results of a Survey on Hearing Loss in Children 


Only 15 to 20 percent of the school children 
with known hearing losses are receiving any 
kind of educational help, according to the find- 
ings of the Committee for Hearing Conserva- 
tion, American Public Health Association. 

The committee, after 344 years of study, 
conservatively estimates that 5 percent (1,790,- 
176) of the total school population would fail 
group hearing tests, and, of these, 39 percent 
(698,168) would be expected to have true 
hearing losses. 

The study, which was co-sponsored by the 
American School Health Association, covered 
1,362 communities in 48 States. Of these 
communities, 39 administered only one test 
during the school life of their children, and 7 
of these did not begin testing until the seventh 
grade. Another 15 communities, which gave 
two or three tests, also began testing in the 
seventh grade or later. Yet research clearly 
indicates that the best preventive work is done 
when hearing losses are detected early and 
referred for medical help. By the time a child 
reaches the seventh grade, hearing loss may 
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be irreversible. Furthermore, if irreversible 
cases are found early enough, proper education 
and treatment would promote better adjust- 
ment and learning. 

The study also revealed that there is no 
uniform program in the United States for de- 
tecting hearing losses in school children. Some 
areas have a program that is considered very 
satisfactory, but others have no program at all. 

Moreover, there is no uniformity in the cri- 
teria used in determining failure on any of 
the audiometric tests, in the administration of 
tests, in referral for treatment, in notifying 
parents, or in the kind of treatment and educa- 
tion given. 

Dr. C. Adele Brown, chairman of the Com- 
mittee for Hearing Conservation, and director 
of school health services, Oswego, N.Y., re- 
ported these findings. Other members of the 
committee were Dr. L. M. DiCarlo, Dr. I. P. 
Barrett, Dr. M. E. Doster, Dr. C. D. O’Connor, 
Dr. C. N. Brownsberger, Dr. A. Yankauer, and 
T. J. LePine. 
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Employees’ Health Insurance Program 


of New York State 


EDWARD D. MEACHAM, M.S.P.A. 


N 1955, Governor Averell Harriman requested 
the president of the New York State Civil 
Service Commission to survey the status of 
fringe benefits for State employees. The sur- 
vey was made by the department of civil serv- 
ice and submitted to the State budget director 
in October 1955. Chief among the recommen- 
dations resulting from the survey was that the 
State should provide some kind of health insur- 
ance coverage for its employees. This recom- 
mendation was based in part on findings that 
State employees were generally less favorably 
treated in this area than were employees of in- 
dustrial and commercial enterprises. Also, it 
was felt that this particular type of employee 
benefit would meet a real employee need and 
would benefit the State as well. 

During the 1956 session of the State legis- 
lature, several bills proposed some kind of 
health insurance coverage for State employees. 
One of these bills was introduced at the request 
of the State administration. Another bill was 
introduced by a State senator whose Joint Leg- 
islative Committee on Health Insurance Plans 
had been studying the general subject of health 
insurance coverage for some time. Still other 
bills were introduced under other sponsorship. 

What finally emerged was a bill to add article 
VII to the New York State Civil Service Law. 
This bill was signed into law by Governor Har- 
riman as chapter 461 of the New York State 
Laws of 1956. It provided for the creation of 
a Temporary Health Insurance Board and au- 





Mr. Meacham is director of personnel services, New 
York State Department of Civil Service. 
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thorized the president of the New York State 
Civil Service Commission to “establish a health 
insurance plan for State officers and employees 
and their dependents” and “to purchase a con- 
tract or contracts to provide the benefits under 
the plan... .” The law stated the general 
character of the plan as follows: 

The health insurance plan shall be designed 
by the president, with the approval of the board, 
(a) to provide a reasonable relationship between 
the hospital, surgical, and medical benefits to be 
included, and the expected distribution of ex- 
penses of each such type to be incurred by the 
covered employees and dependents, and (0) to 
include reasonable controls, which may include 
deductible and reinsurance provisions applica- 
ble to some or all of the benefits, to reduce unnec- 
essary utilization of the various hospital, sur- 
gical, and medical services to be provided and 
to provide reasonable assurance of stability in 
future years of the plan, and (c) to provide 
benefits on a nondiscriminatory basis to the ex- 
tent possible to active members throughout the 
State, wherever located. 

The statute prohibited coverage of certain 
kinds of expenses and placed a limit on the State 
contribution toward the cost of the insurance. 
Among the kinds of expenses excluded are ex- 
penses for dental care and treatment, eye glasses 
and hearing aids, cosmetic surgery, treatment 
for illness or injury arising out of employment 
and covered under workmen’s compensation, 
services received in a United States Government 
hospital for which no charge is made, and ex- 
penses to the extent of benefits provided under 
any other employer group plan. 
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The law also provided that coverage could 
be continued after an employee retires from 
State service. And it provided that any con- 
tracts purchased by the president of the civil 
service commission were to be subject to ap- 
proval by the Temporary Health Insurance 
Board. 


The Temporary Board 


The Temporary Health Insurance Board, 
appointed pursuant to the provisions of the 
statute, consisted of four members appointed by 
the Governor, two members appointed by the 
temporary president of the senate, and two 
members by the speaker of the assembly. The 
board first met in June 1956. 

Since the responsibility for the development 
of the program rested with the president of the 
civil service commission, staff work for the 
board was assigned to the personnel services 
division of the department of civil service. 

While chapter 461 provided that the plan 
should be designed by the president of the civil 
service commission, it was his opinion that the 
board should cooperate in its development in 
order to expedite approval. The board agreed 


that it should develop its own specifications | 


rather than purchase an existing “package” 
plan from a carrier. 

Members of the staff submitted to the board 
information on benefits under 
The staff also submitted 


comparative 
several large plans. 
a statement of a comprehensive plan for board 
discussion. Since the board could not agree on 
this type of program, it was decided to set forth 
in detail the kinds of benefits which could be 
agreed to as essential to any well-rounded health 
insurance program. The descriptions of these 
various benefits became the preliminary speci- 
fications which were ultimately submitted to 
several carriers. 

At. this time it became evident that it would 
be desirable to have the advice and assistance of 
technically qualified personnel from the various 
carriers. A Technical Advisory Committee 
consisting of representatives of the Blue Cross 
and Blue Shield plans in New York State and 
of the insurance industry was appointed. 
During the course of the early deliberations of 
the board and the Technical Advisory Com- 
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mittee, the opinions of several employee groups 
were obtained. 

To aid the board in estimating the probable 
cost of the program, the members of the Techni- 
cal Advisory Committee submitted estimates of 
costs on a unit basis for each of the benefits 
under consideration. (One set of estimates was 
submitted by representatives of Blue Cross- 
Blue Shield and a separate set by representa- 
tives of the commercial insurance companies. ) 
With this information, the board was able to 
discuss more realistically the kind of program 
it could construct within the fiscal limitations 
established by law and by State fiscal 
authorities. 


Characteristics and Specifications 

While information on the benefit program 
was being developed, the staff compiled data on 
group characteristics which would be essential 
if the proposals of the carriers were to be 
realistic. Information was included on the age 
distribution of State employees, the number of 
male and female employees, the salary distribu- 
tion for these employees, the age, number, and 
sex of retired employees, the number of em- 
ployees living in the various geographic areas 
of the State, and other related information. 

In connection with this phase of the program, 
the State health department, in cooperation 
with the staff of the department of civil service, 
surveyed by questionnaire some 3,000 State em- 
ployees to determine the extent of their present 
health insurance coverage and to learn their 
desires as to the kind of program they felt the 
State should adopt. The department of audit 
and control, through the New York State Em- 
ployees’ Retirement System, also made available 
a considerable amount of information with 
respect to the coverage group. 

To maintain flexibility with respect to adop- 
tion of the final plan, the board agreed that the 
specifications should include eight alternatives 
in addition to the basic specification. These 
alternatives had to do with immediate coverage 
of maternity care, physicians’ attendance in the 
hospital, use of an initial amount of payment 
(deductible) in connection with basic hospital, 
basic surgical, and inhospital coverage, private 
duty nursing service, amount of obstetrical 
indemnity, and conversion privilege. 
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These specifications were approved by the 
board early in 1957, and the following few weeks 
were spent in developing forms and other 
materials to be sent to carriers with invitations 
to submit proposals. Although the board was 
not required, under chapter 461 of the New 
York State Laws of 1956, to get competitive 
bids, nevertheless it was deemed desirable to 
obtain proposals from as many different car- 
riers as cared to submit them. Invitations were 
sent to approximately 50 insurance companies 
and nonprofit medical or hospital service cor- 
porations. The materials included with the 
invitation were: 

1. The description of benefits. 

2. A statewide fee schedule for surgery, 
radiation therapy, and physicians’ attendance 
in the hospital for medical care. (The statewide 
schedule was essentially the same as that used 
in the Medicare program in New York State.) 

3. An area fee schedule for surgery, radiation 
therapy, and inhospital medical care. (The 
area fee schedules used were those of the Blue 
Shield plans operating in New York State.) 

4. A schedule for obstetrical services. 

5. State employee population characteristics. 

6. Distribution of State employees by age 
and sex. 

7. Distribution of State employees by salary 
levels. 

8. Distribution of State employees by county 
of residence. 

9. Distribution of retired State employees by 
age. 

10. Instructions for submitting premium or 
subscription charges. 

11. A list of eight questions relating to con- 
ditions applicable to providing services and 
benefits. 

12. Forms to be used in submitting proposals 
and in estimating costs and retentions for a 10- 
year period. 

The carriers were asked in submitting their 
proposals to show separate figures for active 
employees and for “future retired” employees. 
In each case, they were asked to show separate 
figures for part I, hospitalization benefits, part 
IT, basic surgical, radiation therapy, and inhos- 
pital benefits, and part III, major medical ex- 
pense benefits. They were also asked to show a 
composite cost per employee based on a distribu- 
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tion of 35 percent individual coverage and 65 
percent individual and dependent (family) 
coverage. The carriers were requested to show 
the total first-year premium cost for 70,000 ac- 
tive employees and 450 retired employees. ‘They 
were requested also to show a separate figure for 
maternity costs if no waiting period was im- 
posed for the charter group. Finally, the car- 
riers were requested to show a 10th-year pre- 
mium, again based on 70,000 active employees, 
but with 7,200 retired employees to be covered 
during the 10th year. (It was recognized that 
the figure, 70,000 actives, for the 10th year was 
not realistic since it did not anticipate any in- 
crease in the size of the employee group. It did 
illustrate the effect of expected higher costs as 
more employees reached retirement age.) 

In estimating retentions, the carriers were 
requested to show for each of the first 10 years 
the premium or subscription charge, rate cred- 
its, dividend or retroactive credits, net costs, 
incurred claims, and total returns and reten- 
tions, including taxes, expenses, and reserves. 
Retentions were to be based on an assumption of 
incurred claims of 85 percent under part I, 85 
percent under part II, and 75 percent under 
part ITI, and also for incurred claims of 75 per- 
cent on part I, 75 percent on part IT, and 70 
percent on part ITT. 


Proposals of Carriers 


The specifications were mailed on February 
28, 1957, and the carriers were asked to return 
their proposals to the department of civil serv- 
ice not later than March 29. Representatives of 
the carriers were invited to be present when the 
proposals were opened. 

Eleven carriers submitted proposals on one 
or more parts of the program. At this point, 
it was determined that the department of civil 
service should have the assistance of consultants 
in the insurance field to help analyze the pro- 
posals. The chief actuary of the Insurance 
Department of New York State prepared an 
analysis and report, including recommenda- 
tions, on the proposals. The department also 
obtained the services of an insurance consultant 
who also analyzed the proposals and submitted 
a report to the president of the civil service 
commission. 
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Representatives of the staff, together with the 
consultants, then met informally with repre- 
sentatives of six of the carriers whose proposals 
were deemed best. At these conferences, the 
carriers’ representatives were asked to explain 
in greater detail various aspects of their pro- 
posals and were questioned by the consultants 
and by staff members. Subsequently, the re- 
ports were turned over to the Temporary Health 
Insurance Board. The six carriers were given 
the opportunity to appear before the board to 
describe and support further their respective 
proposals. Members of the board were given the 
opportunity to question each of the carriers’ 
representatives. 

Following the presentations by the carriers’ 
representatives, the board, with the two con- 
sultants present, discussed the proposals. After 
lengthy deliberation, the board decided to 
negotiate with the Blue Cross corporations of 
New York State for the part I hospitalization 
benefits, with the Blue Shield corporations of 
New York State for the part II surgical, radia- 
tion therapy, and inhospital benefits, and with 
the Metropolitan Life Insurance Company for 
the part III major medical expense insurance 
benefits. 

The contracts with these carriers were to 
constitute what subsequently became the “state- 
wide plan” for which all State employees were 
eligible. The board also approved two optional 
plans, both of which carried the basic hospital- 
ization coverage provided through the Blue 
Cross plans of New York State, but which in 
other respects differed from the statewide plan. 
One of these options was the Group Health 
Insurance, Inc., and the other, the Health In- 
surance Plan of Greater New York. 

The board approved the program in June 
1957, and the contracts providing for coverage 
were completed in August. 


Enrollment 


At this point, so as to inform prospective en- 
rollees, it became necessary to fix a date on 
which coverage was to begin. This date had to 
be fixed sufficiently far in advance to permit the 
preparation of literature and the organization 
and the carrying out of an adequate educational 
and enrollment campaign. 
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The development of the necessary descriptive 
literature was a difficult task. In any program 
in which there is more than one carrier, care 
must be exercised to insure that the plan is 
described accurately and fairly, especially if 
employees are to have options. ‘Two different 
booklets and two different enrollment forms 
were issued to prevent confusing the employees 
unnecessarily. One booklet described the state- 
wide plan and the two options; the other de- 
scribed only the statewide plan, since this book- 
iet was to be used in those areas where only the 
statewide plan would be available. 

Enrollment of not less than 75 percent of the 
eligible employees was required under the terms 
of the contracts. It was estimated that, to 
achieve this percentage, 3 to 4 weeks of in- 
tensive enrollment would be required. Basic- 
ally, the educational program was decentralized 
to the various departments and agencies of the 
State government. In order to do this, it was 
necessary to hold intensive training sessions for 
those who would conduct the employee meet- 
ings. The first session was of 3 days’ duration 
and was limited to training personnel who were 
well acquainted with the techniques of present- 
ing material to groups of employees. This 
group needed only to be instructed in the details 
of the health insurance program. ‘The other 
sessions lasted 5 days and included not only 
details of the program but also techniques of 
presentation. Each department or agency sent 
one or more representatives to a training ses- 
sion; these trained individuals then returned 
to the agency to conduct employee meetings. 

In the department of mental hygiene, with 
its 25 institutions and some 30,000 employees, 
the presentations were made by staff members 
of the health insurance unit in the department 
of civil service. Booklets and enrollment forms 
were distributed by the agencies, and educa- 
tional material was made available through the 
employees’ press and through the State Per- 
sonnel News, a publication of the department 
of civil service which reaches all employees. 

The fact that a number of employees working 
in State hospitals receive a considerable amount 
of medical care without charge tended to affect 
enrollment adversely. Also many State em- 
ployees already had coverage through a spouse 
who worked in an industrial or commercial 


Public Health Reports 





ny 





establishment. The effectiveness of the enroll- 
ment program, however, was attested to by an 
original enrollment of more than 73,000 em- 
ployees, which was in excess of the 75 percent 
required. 

The plan went into effect on December 5, 1957. 
During the first 6 months, more than 25,000 
claims were presented. It has not been possible 
as yet to analyze these claims in detail to deter- 
mine incidence of various types of illnesses, 
number of hospital admissions, average length 
of hospital stay, and other similar information. 
The claim figures cited above do not include 
claims under the GHI option nor do they cover 
services under the HIP option. 


Summary of Benefits 


While it is not appropriate here to describe 
in detail the plans, a summary of the benefits 
will provide a general understanding of the 
program. 

The statewide plan consists of the three parts 
mentioned previously. Hospitalization bene- 
fits are provided under part I. Benefits for 
surgery, radiation therapy, anesthesiology, ob- 
stetrics, and inhospital medical care are pro- 
vided under part IJ. Part III covers major 
medical expense benefits, including a wide range 
of medical care expenses divided generally into 
(a) extensions of the benefits provided under 
parts I and IT and (4) benefits for certain serv- 
ices not covered under parts I and IT. 

The statewide plan and the two options pro- 
vide the same basic hospitalization benefits, 
which include: 

1. A total of 120 days’ room and board 
charges at the semiprivate accommodation rate. 
(If a private room is occupied, the benefit al- 
lowed equals the charge most common for a 
semiprivate room. ) 

2. All hospital diagnostic and therapeutic 
services. 

3. Maternity benefits of flat amounts. 

4. Emergency outpatient services for treat- 
ment of injuries arising from accidents or for 
emergency surgery if given not later than the 
day following the accident. 

The contract provides for hospitalization 
benefits for pulmonary tuberculosis and for 
mental or nervous disorders, but the benefit in 
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such cases is limited to 30 days in a general or 
public hospital rather than 120 days. 

Maternity care under part I and obstetrical 
benefits under part II total $150 for normal 
delivery, $175 for cesarian section or ectopic 
pregnancy, and $50 for a miscarriage. In the 
$150 indemnity for a normal delivery, $75 is 
paid through Blue Cross under part I, and $75 
through Blue Shield under part II (or $87.50 
each for cesarian section and ectopic pregnancy, 
and $25 each for a miscarriage). If, in a nor- 
mal delivery, the amount under part I should be 
only $60, then Blue Shield could pay the differ- 
ence between this amount and $150, or $90. The 
same relationship exists between benefits under 
part I and part IT in the payments for cesarian 
section and miscarriage. 

The part II benefits, as well as the benefits 
under part I, may be extended by the major 
medical expense portion of the program, part 
III. If, for example, the benefits for surgery 
under part IT fail to meet the entire cost, the 
excess cost is subject to reimbursement under 
part IIT. An illustration of how part III ex- 
tends the benefits of part I is the case of the 
person who stays in the hospital for more than 
120 days. Under the major medical expense 
program, benefits are provided for these addi- 
tional days. In addition, part III of the pro- 
gram covers such services as private duty nurs- 
ing, drugs and pharmaceuticals, rental of 
durable equipment, prosthetic appliances, and 
local professional ambulance services. These 
latter services are generally not covered under 
part I or part II of the statewide plan. 

Benefits under part III are subject to an ini- 
tial charge, or “deductible,” of $50 for each 
covered individual in each calendar year. 'Totai 
benefits under parts I, IT, and III of the state- 
wide plan are limited to $7,500 in any one year 
and $15,000 in a lifetime, with reinstatement 
permitted under certain conditions after benefits 
of $1,000 have been paid. 

The GHI option covers general medical care, 
care of allergies, surgery, consultations, inhos- 
pital medical care, maternity care, diagnostic 
laboratory procedures and diagnostic X-rays, 
and visiting nurse service. 

The HIP option provides for general, medi- 
eal, surgical, and obstetrical care, laboratory 
and diagnostic procedures, periodic health ex- 


345 








aminations and immunizations, physical ther- 
apy, visiting nurse service, and ambulance 
service. 

The statewide plan is available to all State 
employees regardless of where they work or live. 
The GHI option is available in the counties of 
Albany, Bronx, Columbia, Delaware, Dutchess, 
Greene, Kings, Nassau, New York, Orange, 
Putnam, Queens, Rensselaer, Richmond, Rock- 
land, Suffolk, Ulster, and Westchester. The 
HIP option is available only to those in the 
Bronx, Columbia, Kings, Nassau, New York, 
(Queens, Richmond, Suffolk, and Westchester. 
(In Columbia, Nassau, Suffolk, and Westches- 
ter, the program is not available to all residents 
of the counties but only to those in areas served 
by the medical groups. ) 


Other Features of the Plan 

Some other general features of the plan de- 
serve mention. The employee may continue his 
coverage after he retires provided he has at 
least 5 years of State service and has partici- 
pated in the plan the required length of time 
during his years of active service. The em- 
ployee continues to pay his share of the cost 
of coverage after his retirement. Another fea- 
ture is that benefits can be made available for 
services given either within or outside New 
York State. 

We should also note the “service” feature of 
the plan which, under certain conditions, as- 
sures enrollees that the benefit will not be less 
than the charge made for the service. Under 
part II of the statewide plan, eligibility for 
“service benefits” depends on the employee’s 
income status and his use of a participating 
physician. Under the GHI option, the em- 
ployee must use a participating physician and, 
for covered services given in a hospital, must 
not apply for or use a private room if he is 
to be eligible for “service benefits.” Under the 
HIP option, “service benefits” are available if 
the services are obtained from the medical 
group in which the employee participates. 


Costs and Coverage 

A word about costs. Under the statewide 
plan, the employee who buys coverage only for 
himself pays one-half of the cost and the State 
pays one-half. If he purchases coverage for 
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himself and his dependents, the State again 
pays one-half of the cost for the employee’s 
coverage and also pays 35 percent of the cost 
of covering his dependents. For the current 
contract year, the employee who covers only 
himself pays $1.42 each biweekly payroll pe- 
riod and the State pays $1.42. If the employee 
has family coverage, he pays $4.38 each bi- 
weekly pay period and the State pays $3.01. 
(Coverage costs more under the GHI and HIP 
options than under the statewide plan, and 
since the State contribution is the same as under 
the statewide plan, the employee’s cost is neces- 
sarily higher under the two options. For ex- 
ample, the cost of individual coverage under the 
GHI option is $2.07 for the employee and $1.42 
for the State, and under the HIP option, $1.94 
for the employee and $1.42 for the State.) 

Chapter 461 states that the health insurance 
contracts should provide health insurance “for 
retired State employees and their spouses and 
dependent children... on such terms as the 
Board may deem appropriate. As indi- 
cated previously, the coverage of active em- 
ployees who meet the required conditions can 
be continued after their retirement. To provide 
coverage for former employees who retired 
prior to December 5, 1957, the date when the 
program for the active employees began, the 
contracts were amended in March 1958. The 
plan for retired employees embodied in the 
amendment included only the benefits of parts 
I and IT of the plan for active employees. It 
did not include the major medical benefits which 
constitute part ITT, nor did it make available the 
GHI and HIP options. 

This plan went into effect on July 1, 1958, 
with approximately 5,600 retired employees en- 
rolled. The retired employee’s share of the 
cost is deducted from his retirement allowance. 
In order to be eligible to participate, the re- 
tired employee must belong to one of six re- 
tirement systems maintained and operated by 
New York State. 


A Change in the Law 


At the 1958 session of the legislature, a 
change was made in the original health insur- 
ance law to permit local government units in 
New York State, except New York City, to 
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participate in the program. Under this change 
(chapter 950 of the Laws of 1958) there are 
several specific requirements for participation. 
The local subdivision must elect to participate, 
and its participation must be approved by the 
Temporary Health Insurance Board. It must 
pay the same rate of contribution as is paid by 
the State. The local subdivision is also re- 
quired to pay its proportionate share of ex- 
penses of administering the plan as determined 
by the board. Finally, the local subdivision 
must agree to make its employment and payroll 
records available for inspection by the board. 

In the present program approximately 88,000 
employees are covered. With their dependents, 
the number covered is in excess of 200,000. If 
the total potential of the local subdivisions is 
realized, there would be an employee group of 
approximately 300,000 and a total coverage 
group of 850,000 to 900,000 persons. In addi- 
tion, the present 12 employer participants 
would increase to more than 5,000. It is not 
anticipated, however, that all local subdivisions 
will participate, or that all of the employees 
in those subdivisions which do participate will 
enroll in the plan. Nevertheless, the coverage 
group will be one of the largest covered by a 
single set of contracts. 

Before concluding, a word about adminis- 
tration is appropriate. The central adminis- 
tration of the health insurance program is the 
responsibility of the department of civil serv- 
ice. The health insurance unit of this depart- 
ment generally performs the following func- 
tions: maintains records of enrollment and 
status, certifies eligibility for benefits, inter- 
prets contracts when carrier disagrees, receives 


money and pays premiums to the carriers, and 
evaluates the program. The State’s depart- 
ments and agencies enroll employees in the plan 
and aid employees in filing claims. They also 
make the necessary employer certification with 
respect to workmen’s compensation cases. 

Benefits provided through the Blue Cross 
plans and through the Blue Shield plans do not 
require submission by the employee of a claim 
form. This is true also of benefits provided 
under the HIP option. Claims for benefits 
under the major medical expense portion of 
the statewide plan are prepared by the em- 
ployee and submitted to the Metropolitan Life 
Insurance Company through the personnel office 
in his agency. The claim form is accompanied 
by a worksheet also prepared by the employee. 
This worksheet itemizes expenses and includes 
space for the employee to indicate the total 
amount of benefits claimed. The employee may 
obtain assistance from his personnel office in 
preparing the worksheet if he wishes to do so. 
The claim form and worksheet are reviewed 
by the carrier and a check in the proper amount 
is sent to the employee through his agency’s 
personnel office. 

Under the GHI option, the employee has the 
doctor complete the appropriate section of the 
form. Then the employee completes the sub- 
scriber’s portion and forwards it directly to 
Group Health Insurance, Inc. 

Although there have been many administra- 
tive and other problems in connection with the 
program during the early months of its opera- 
tion, there is widespread agreement that the 
plan is doing a good job for the employees at 
a reasonable cost to them and to the State. 


Nuclear Medicine 


A unit to study long-range effects of nuclear energy on public health 
has been established at the University of Chicago School of Medicine, 
supported in part by the Rockefeller Foundation. 


The section on nuclear medicine will explore such matters as the 
increase in sources of public exposure to radiation, the consequences 
of increased exposure, control of factors responsible, medicolegal as- 
pects of injury and compensation, and psychological reactions of 
society to threatening aspects of nuclear energy. 
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Highlights of the National Confer- 
ence on Air Pollution, 1958. PHS 
Publication No, 648; 1958; 42 pages; 
35 cents. 

A summary of the National Air 
Pollution Conference held in Wash- 
ington, D.C., in November 1958, this 
booklet contains a digest of the six 
discussion sessions and a full report 
of the recommendations resulting 
from those sessions. 

The topics covered were extent and 
sources of air pollution; its health, 
economic, and social effects; and 
methods, procedures, and adminis- 
trative aspects of air pollution con- 
trol. 

Included also 
statements by Secretary of Health, 
Education, and Welfare Arthur S. 
Flemming, Surgeon General Leroy E. 
Burney, and Senator Thomas H. 
Kuchel, who introduced the first Fed- 
eral air pollution control legislation 
in 1955. 


are excerpts of 


Homemaker Services in the United 
States, 1958. 


A nationwide study. PHS Publica- 
tion No. 644; 1958; by William H. 
Stewart, Maryland Y. Pennell, and 
Lucille M. Smith; 106 pages; 56 
cents, 


Twelve descriptive statements. PHS 
Publication No. 645; 99 pages; 565 
cents. 

Homemaker services provided by 
about 150 agencies in continental 
United States are reported in the 
first of these publications. The na- 
tionwide study analyzes personnel 
policies and practices, administra- 
tion, and policies governing service. 

For the approximately 1,700 home- 
makers employed in these agencies, 
data on geographic distribution, 
training and experience, and work 
schedules are presented. Character- 
istics of families served as well as 
referral and_ services 
performed by homemakers are also 
described. 

Summary statistics for the study 
week and for the previous year show 
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the volume of service and sources of 
funds for public and for voluntary 
agencies. 

The programs described in the 
second publication illustrate major 
variations in organization, admin- 
istration, and practices among the 
agencies providing homemaker serv- 
ices. Information on_ historical 
background, administration, policies 
and practices, advisory committees, 
financing, and evaluation is included 
in these statements, prepared by the 
individual agencies. 

These publications should be help- 
ful to persons interested in estab- 
lishing new programs or improving 
existing ones. 


Selected Materials on Environmental 
Aspects of Staphylococcal Disease. 
PHS Publication No. 646; 1959; 289 
pages ; $1.50. 

,apers dealing with specific prob- 
lems of hospital environment and 
lists of additional readings, audio- 
visual training aids, and sources of 
assistance are compiled for use as a 
reference and guide in developing 
training programs. 

Major topics covered are building 
construction, water supply and 
liquid waste disposal, air contamina- 
tion control and dust suppression, 
housekeeping and maintenance, and 
disinfection and sterilization. 


Health Statistics From the U.S. Na- 
tional Health Survey. Acute con- 
ditions, incidence and associated dis- 
ability, United States, July 1957-— 
June 1958. PHS Publication No. 
584-B6 ; 1958; 47 pages; 35 cents. 

Incidence rates are estimated for 
infectious and parasitic diseases; 
respiratory and digestive disorders ; 
fractures, dislocations, sprains, and 
strains; contusions, superficial in- 
juries, open wounds, and _ lacera- 
tions; other current injuries; and 
all other acute conditions. 

Data are given by age, sex, various 
severity criteria, and calendar quar- 
ter. Disability is shown in bed-days, 
work-loss days, and school-loss days. 


Thirty-seven detailed tables and 
nine graphs are included. ' Two ap- 
pendexes present technical notes on 
methods and definitions of terms. 


Protecting Crops and Consumers. 
The Food and Drug Administra- 
tion’s pesticide control program. 
FDA Leaflet No. 6: 1958; 11 pages. 
Directed to farmers, agricultural 
leaders, and shippers of fresh fruits 
and vegetables. Designed to promote 
compliance with Federal law re- 
stricting amounts of pesticide resi- 
dues which may remain on food 
crops. Defines ‘tolerance,’ presents 
rules for grower and packer-shipper, 
and outlines consequences of non- 
compliance with the law. 


The Scientist in the Food and Drug 
Administration. FDA Publication 
(unnumbered) ; 1958; by Robert S. 
Roe; 24 pages. 

Directed to college seniors and 
graduates, this illustrated recruiting 
brochure describes opportunities to 
use scientific training in positions 
offered in Washington, D.C., and 17 
other major cities. 

Work in the fields of food and 
nutrition, pharmaceutical chemistry, 
pharmacology, antibiotics, and cos- 
metics is discussed. Included also 
are outlines of the functions of the 
administrative scientists and the 
field service. 





This section carries announcements of 
new publications prepared by the Pub- 
lic Health Service and of selected publica- 
tions prepared with Federal support. 

Unless otherwise indicated, publications 
for which prices are quoted are for sale 
by the Superintendent of Documents, U. S. 
Government Printing Office, Washington 
25, D. C. Orders should be accompanied 
by cash, check, or money order and should 
fully identify the publication. Public 
Health Service publications which do not 
carry price quotations, as well as single 
sample copies of those for which prices 
are shown, can be obtained without 
charge from the Public Inquiries Branch, 
Office of Information, Public Health 
Service, Washington 25, D. C. 

The Public Health Service does not sup- 
ply publications other than its own. 
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Sanittion Practices 











CLYDE F. FEHN, M.S., and DARRELL R. MADDOCK, M.S. 


FFECTIVE vector control and sanitation 
practices permitted large, transient popu- 
lations attending the 13-day National Boy 
Scout Jamborees to live, eat, and sleep outdoors 
free of annoyance from flies and mosquitoes. 
Experience gained at the 1953 jamboree in 
Orange County, Calif., attended by 43,000, and 
at the 1957 event, in Valley Forge State Park, 
Pa., attended by 51,000, can be applied to other 
mass gatherings, such as recreational, educa- 
tional, and religious encampments, and used in 
civil defense planning and in natural disasters. 








Mr. Fehn is a sanitary engineer and Mr. Maddock 
is a medical entomologist with the Technical Devel- 
opment Laboratories, Communicable Disease Cen- 
ter, Public Health Service, at Savannah, Ga. 

In cooperation with environmental sanitation per- 
sonnel of State and local health departments, Mr. 
Fehn was responsible for vector control and related 
sperations at the 1953 and 1957 National Boy Scout 

amborees. Both authors were assigned by the Pub- 
‘ic Health Service to the Boy Scouts of America for 
us task. 
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Both Boy Scout jamboree camps were located 
in suburban areas near large cities. The Scouts 
attending were grouped in sections, 36 at the 
California encampment and 38 at the Pennsy]- 
vania one. Each section included approxi- 
mately 34 troops, and each troop, 4 patrols. A 
patrol consisted of nine boys and an adult 
leader. 

“ach patrol cooked its meals on charcoal 
grills and used paper plates and other paper 
items for food service. Every section had a 
tent commissary for the storage and distribu- 
tion of food and used three walk-in electric 
refrigerators, each with a capacity of 150 cubic 
feet. Camp leaders, firemen, policemen, and 
maintenance men ate at large tent-covered 
messes. Each camp had five trading posts 
equipped with hamburger grills and milk and 
soft drink dispensing units. 

At both jamborees some houseflies from the 
surrounding areas were attracted to the trading 
posts and large messes. Only the trading posts 
in California were screened. Eating sites of 
patrols were free from flies except in a few 
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After meals Scouts put garbage in heavy paper 
bags inside plastic-coated cans. Later bags 
were placed on tarpaulins atop trucks. 


instances when sanitation lapsed temporarily. 
Some rodents and ants appeared in the com- 
missaries and large messes. 

Water was obtained from large metropolitan 
supplies. The maximum consumption at the 
California jamboree was about 750,000 gallons 
or 17 gallons per person per day. Meters were 
not used in 1957; however, the system was de- 
signed for a maximum flow of 30 gallons per 
person per day. In California, leaks caused by 
troublesome above-ground water main cou- 
plings created mosquito-breeding areas. This 
hazard was reduced in Pennsylvania by placing 
the mains in trenches at least 6 inches deep. 

Each section had a cold water shower with the 
waste water piped to a remote low point, and 
a four-spigot water drawing station built over 
a small seepage pit. Water was carried in 5- 
gallon gasoline cans to two Lister bags, one for 
drinking water and one for washing, at each 
troop site. 
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For the disposal of waste wash water each 
troop site had a small sump covered with an 
expanded metal grate; large messes and trading 
posts used covered seepage pits. No difficulties 
with vectors developed around the water draw- 
ing stations, the Lister bags, or the disposal 
facilities for waste water. 


Refuse Disposal 


The refuse from the entire camp amounted to 
650 cubic yards per day in California and 1,000 
cubic yards per day in Pennsylvania. In Cal- 
ifornia each troop was provided with three 
garbage cans which were placed at a central 
point for collection each night. Operational 
difficulties experienced with this system in- 
cluded scattering of refuse at the central storage 
points because of reduced nighttime supervi- 
sion, excessive noise during sleeping hours, and 
failure to collect all refuse because of greater 
nighttime absenteeism of collection employees. 

In Pennsylvania a more efficient system was 
used. Each troop was issued an inexpensive, 
22-eallon, plastic-coated metal garbage can, and 
received a daily supply of four 50-pound wet- 
strength paper bags. Garbage was placed in 
the bags after each meal, and the bags were 
tied and taken to a 114-ton stake-body truck, 
stationed at each section. 

“ach truck was equipped with a canvas 
tarpaulin with one end fastened to the tailgate 
and the other end tied by: ropes to the top 
of the forward stakes. Refuse bags were placed 
on the top of the tarpaulin, and the trucks 
hauled them to the disposal site three times a 
day. The vehicles were unloaded by pulling on 
the upper end of the tarpaulin with a front-end 
loader, thus rolling out the refuse. Each truck 
bed was sprayed once a day with a mixture of 2 
percent chlordane emulsion and a deodorant. 
There were few sanitation lapses in this system 
and no vector problems. 

In California refuse was disposed of partly 
by burning, which attracted flies, and partly by 
sanitary landfill. At the 1957 jamboree all 
refuse was handled easily, without burning, in 
one sanitary landfill, and there were no dif- 
ficulties with vectors. 

Prior to the jamborees three holes, each 1 
foot in diameter and 6 feet deep, were power- 
bored for each privy at the encampment site. 
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Each troop had a privy consisting of two toilets 
and one urinal in an unpainted wooden riser 
box enclosed by a tent. 

In California it became necessary to spray 
the privies with 2 percent chlordane emulsion 
for the control of black widow spiders. By the 
end of the encampment several of the older 
privies had begun to produce houseflies. Large 
pit privies, used for male visitors, were dif- 
ficult to maintain and were major fly attract- 
ants. Several were producing houseflies by the 
last day of the encampment. 

Chemical toilets, furnished and serviced by 
a commercial firm, were provided for female 
visitors in California and for all visitors and 
headquarters staff members in Pennsylvania. 
At the 1957 jamboree, 110 chemical toilets were 
augmented by 22 tent-enclosed men’s trough 
urinals discharging into small seepage pits. 
Both the chemical toilets and the tented urinals 
were highly satisfactory. It was not necessary 
to spray the bored hole privies, and vectors did 
not prove to be troublesome. 

The majority of the Scouts slept on the 
ground in two-man tents. In California boys 
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were bitten by ants and were in fear of being 
bitten by black widow spiders. In Pennsyl- 
ania 186 cases of extremely painful ear inva- 
sions by adult beetles (Scarabaeidae) occurred 
in sleeping Scouts (7). The principal beetle in- 
volved was Autoserica castanea Arrow. There 
were a few invasions by Cyclocephala borealis 
Arrow. Cotton ear plugs were used as a control 
measure. No cases were reported in persons 
sleeping on cots. 


Insecticide-Impregnated Cords 


Adult houseflies were attracted to both camps 
from surrounding breeding sources. At the 
1953 jamboree 2 percent chlordane emulsion ap- 
plied to resting places at the trading posts and 
large messes controlled the flies. In 1957 flies 
were controlled more easily and effectively with 
2,100 feet of commercially produced cotton cord 
345 inch in diameter, impregnated with para- 
thion and Diazinon, which cost $28. Cords were 
asily installed in the trading posts and large 
messes with a hand-operated staple tacker. 
The cords, about 20 linear feet per 100 square 
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A stake-truck is unloaded at the site of the sanitary landfill in Pennsylvania. A front-end loader 


pulls at the front end of the tarpaulin, rolling out refuse. 
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feet of floor area, were draped horizontally 
between tent posts or counter struts, or both, 
at heights of 8 to 10 feet. Vertical drop sec- 
tions were not used. This amount of cord is 
somewhat less than the 30 linear feet per 100 
square feet recommended by the Public Health 
Service (2-5). 

Houseflies were repelled for about 5 minutes 
after the cord was hung, but subsequently they 
rested readily on the treated cord during the 
day and night. Control was obtained within 
a few hours. Excessive temperatures of ham- 
burger grills in two trading posts caused grease 
to be deposited on the cords, making it neces- 
sary to replace them after 7 days. 


Mosquitoes and Other Insects 

Mosquitoes were controlled successfully at 
their breeding sites at both jamborees with 
DDT or chlordane emulsion larvicide applied 
by power sprayers. The California camp was 
located within the geographic jurisdiction of the 
Orange County Mosquito Abatement District 
and thus control work by Boy Scout authorities 
was not necessary. 

The Pennsylvania area had no local mosquito 
control program. Accordingly, Jarviciding 
measures were started 5 weeks before the en- 
campment, with 2 percent DDT or 1 percent 
chlordane emulsion. Sanitarians from the 
Pennsylvania Department of Health and the 
authors used a Public Health Service jeep- 
mounted power spray unit for this work. 

Ants, black widow spiders, ticks, wasps, sand 
fleas, rodent ectoparasites, and a variety of 
other insects were controlled satisfactorily with 
2 percent chlordane emulsion applied as a resid- 
ual to the point of runoff. Chlordane is a broad 
spectrum insecticide of great usefulness in 
temporary encampments. 

In 1946, plague was found in squirrel fleas 
taken from the encampment area in Orange 
County, Calif. The Orange County Depart- 
ment of Agriculture, in close cooperation with 
California health authorities, conducted exten- 
sive wild rodent eradication campaigns in 1952 
and 1953. Just before the jamboree 5 percent 
dieldrin dust was applied by aircraft over the 
entire camp at the rate of 25 pounds of dust 
per acre to control rodent ectoparasites. These 
measures were highly effective. 
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Rodent Control 

Warfarin was effective in safely controlling 
a wide variety of rodents including domestic 
rats, house mice, field mice, and gophers. Small, 
shallow paper plates containing 0.025 percent 
warfarin in cornmeal or rolled oats were 
placed in protected locations. Specially con- 
structed bait stations were not used. 

A few rodent bites, mostly on the hands, 
occurred when boys attempted to make pets of 
wild rodents found in the area or brought from 
home for trading. 

When the nocturnal noise of rodents an- 
noyed tent occupants, 2 percent chlordane emul- 
sion was applied to the burrows, and openings 
were closed with earth. This treatment was 
effective in eliminating the annoyance. The 
chlordane probably acted as a repellent to drive 
the rodents to a new home in nearby woods or 
ravines and killed any rodent ectoparasites left 
behind. 





Insecticide-impregnated cord is installed in a 


food serving area. A staple tacker is used to 
attach the cord to counter struts and posts. 
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Cotton cord impregnated with parathion and Diazinon controls houseflies at the unscreened trading 
post. Cord is strung horizontally above the refrigerator to the serving counter. 


Equipment and Staff 

A 4-wheel drive jeep equipped with power 
take-off mechanism, a 55-gallon stainless steel 
tank, a 50 p.s.i. insecticide pump, 150 feet of 
¥/,-inch rubber hose, and a spray gun, adjust- 
able from solid spray to a fine mist, were suit- 
able for most insect control operations. Hand 
spray cans were used to reach places inaccess- 
ible to the jeep. In addition, spray cans were 
lent to section leaders desiring to spray their 
areas. 

All control work was done or closely super- 
vised by professional staff members of the Pub- 
lic Health Service or the respective State health 
departments. Particular care was exercised 
when pesticides were applied or exposed near 
food. Each jamboree required four full-time 
staff members for vector control work. 


Summary 

The jamborees demonstrate that it is possible 
to eat, sleep, and live in the open free of annoy- 
ance from flies and mosquitoes. Excellent basic 
sanitation practices supplemented by the judi- 
cious application of pesticides were responsible 
for the control of these vectors. 
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Commercially prepared, insecticide-impreg- 
nated cords proved to be a cheap, easily in- 
stalled, and effective housefly control measure 
in Pennsylvania. A powet sprayer equipped 
with a long hose and mounted on a 4-wheel drive 
jeep was ideal for most insect control opera- 
tions. Chlordane emulsion proved to be a sat- 
isfactory, broad spectrum insecticide. 

Warfarin served as a safe, effective rodenti- 
cide against many different species of rodents. 

Elevated beds, such as cots, would be most 
useful in reducing contact with beetles, crawl- 
ing insects, and small rodents. Certain beetles 
warrant consideration as public health nuisances 
in planning future encampments. 
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Epidemiological 


Notes 


Septicemia 


Since 1948 there has been a perceptible in- 
crease in the number of deaths from septicemia. 
While the total is not large when compared with 
numbers of deaths from certain chronic diseases 
or tuberculosis, it is now larger than the number 
for most notifiable diseases. The mortality rate 
for septicemia doubled (0.4 to 0.8 per 100,000 
population) during the period from 1949 to 


1957. 


As shown in the table, the number of deaths 
from staphylococcal septicemia rose steadily in 
the same period. On the other hand, the fre- 
quency of deaths from streptococcal septicemia 
declined while the number for pneumococcal 
septicemia remained stationary. The category 
for other specified types, which includes among 
other infections those caused by pseudomonas 
and coliform organisms, also increased substan- 
tially. A large proportion, more than two- 
thirds of the total septicemia deaths, were not 
identified as to type. These are designated as 
unspecified. The number of deaths in this cate- 
gory increased, especially in 1956 and 1957. 

Sepsis of the newborn, that is, in infants un- 
der 1 month of age, is not included in the above 
categories. The numbers of deaths from this 
cause are shown in the last column. The trend 
in this group is also upward.—Dr. Cari C. 
Davrr, medical adviser, National Office of 
Vital Statistics, Public Health Service. 





Number of deaths from septicemia and pyemia in the United States, 1 month of age and over (053) Sepsis 


under 1 





month 








Year Total Staphylo- | Strepto- | Pneumo- Other Unspeci- || (767-768) 
coceal coccal coccal specified fied 

= iancienainaiinaienesssiniinidilet eS a ees (eee ee 7 = —l sat eeenancmmegee 
1957 1, 351 217 67 23 76 968 | 832 
1956 1,118 160 | 64 23 54 817 || 662 
1955 938 111 67 22 43 695 | 518 
1954 897 109 62 19 44 663 485 
1953 ___ 783 94 68 29 38 554 || 388 
1952 726 79 72 24 31 520 || 356 
1951 677 64 71 18 24 500 387 
1950 616 62 76 20 29 429 | 320 
1949 587 54 92 16 27 398 307 


Note: Numbers in parentheses refer to International Classification of Diseases. 
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WHO looks ahead 


The next 10 years of WHO was the theme of the sixth annual meeting of 
the National Citizens Committee for the World Health Organization, in St. 
Louis, Mo., on October 29, 1958. 

Dr. Leonard W. Larson, chairman of the board of trustees of the American 
Medical Association, said that the principal challenges of the next 10 years 
will be to clarify the relationship between medicine and world peace, to 
control and eliminate communicable diseases, to construct hospitals and 
medical educational institutions in underdeveloped countries, and to train 
leaders on their native soil. 

Dr. Leroy E. Burney, Surgeon General of the Public Health Service, cited 
evidence of the new and vigorous support of international health by this 
Nation. He observed that public health workers must have a high sense of 
mission in international health, a field that requires many more well- 
qualified workers, especially those with flexibility enough to feel at home 
anywhere. This means, he said, that many of us must learn to accept the 
entire world as our field of responsibility. 

Excerpts from the St. Louis conference have been published by the National 
Citizens Committee in New York City. Four of the papers presented at the 
conference are summarized below. 


Mortality From Infections svmptoms of malnutrition, usually precipitated 
/ oe : ° : 

BI = by an acute infectious episode. A considerable 

amed on Malnutrition proportion of the other two-thirds, Scrimshaw 
a added, are dying of infections which would not 
Malnutrition plays a much greater role in the ordinarily be fatal to a well-nourished child. 
high mortality of young children in some areas 
of the world than has been hitherto appreciated, ; 
; Pe gs : Kwashiorkor 
averred Dr. Nevin S. Scrimshaw, regional ad- 


viser in nutrition, Pan American Sanitary Bu- Efforts to reduce the incidence of kwashior- 





reau, Regional Office for the Americas of the 
World Health Organization. 

Scrimshaw observed that the synergistic rela- 
tionship between malnutrition and infection 
must be understood as a basis for future contro] 
programs. The high death rate for children 
under 5 years of age in underdeveloped coun- 
tries is often attributed to infections, but, he 
said, field studies suggest that perhaps a third 
of these children are dying with the signs and 
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kor, a serious nutritional disease of children, 
were cited by Scrimshaw as evidence that the 
recommendations of expert WHO committees 
stimulate research and promote effective control. 

Prior to the first meeting of the Joint Expert 
Committee on Nutrition of the Food and Agri- 
cultural Organization and the World Health 
Organization, Scrimshaw said, no one was 
aware that kwashiorkor had a common nature 
or that the syndrome resulted from protein 








malnutrition. Clinicians, largely unaware of 
the work of others, were publishing reports in 
many countries. Public health authorities did 
not recognize the disease. 

As a result of the expert committee’s recom- 
mendations, researchers were sent to Africa and 
to Central and South America. Their reports 
made it evident to nutritionists, pediatricians, 
and persons concerned with child health in more 
than 60 countries in which kwashiorkor occurs 
that the disease was a major cause of the high 
mortality in preschool children and that it was 
a public health problem for which solutions had 
to be found. 

Scrimshaw pointed out that solutions have 
been expedited by WHO’s policy of providing 
fellowships and travel grants, seeing to it that 
knowledge is pooled, and trying out preventive 
measures on a coordinated basis. As a result, 
he said, first class research has been completed, 
human resources have been developed to combat 
deficiency diseases, and campaigns against pro- 
tein malnutrition have “snowballed.” Active 
work on the development of additional protein- 
rich foods for the supplementary and mixed 
feeding of infants and young children has taken 
place in more than 25 centers in 18 of the coun- 
tries in which protein malnutrition is acute. 


Other Work in Nutrition 

A particular feature of WHO’s program in 
nutrition, Scrimshaw noted, is the attention 
given to developing the technical capacities of 
individual workers in areas of great need. The 
real underdevelopment of the so-called techni- 
cally underdeveloped countries, he said, is the 
shortage of persons educated and experienced 
in using the resources in their areas. 

WHO has also made a significant contribu- 
tion in the field of nutrition by using con- 
sultants. Consultants, Scrimshaw observed, 
are particularly useful in disseminating current 
knowledge to local medical and health workers 
and in helping countries devise plans to meet 
their specific needs. 


Recommendations 


Scrimshaw recommended that in the future 
WHO seek: 

¢ To increase the number and competence of 
trained personnel in underdeveloped countries. 
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¢ To finance doctorate programs in public 
health and postdoctorate training for periods 
beyond the conventional year. 

¢ To see that consultants who are brought 
into a region to give special assistance turn 
their functions over to local people as soon as 
possible. 

¢ To help develop the human resources of the 
countries in which international agencies are 
working. 

¢ To give more assistance to member coun- 
tries of WHO in preventing toxicity of inten- 
tional food additives, and to help reduce acute 
nutritional problems which arise when there is 
a changeover from foods prepared by indige- 
nous means to foods prepared in accordance 
with modern food technology. (Infantile 
beriberi occurred in the villages of some south- 
east Asian countries when power-driven rice 
mills were introduced. ) 

¢ To enlarge the permanent nutrition staffs 
of WHO and PASB to enable them to respond 
to increasing demands from health authorities 
for guidance. 


Prognosis 


Scrimshaw stated that information from 
studies of the effects of nutrition on differences 
in the prevalence of chronic disease will result 
in regimens conducive to greater longevity and 
better health in older persons. 

He also envisioned nutrition as becoming an 
increasingly routine health activity, with cur- 
rent, specific nutritional problems gradually 
being overcome. 


Emphasizes Applicability 
Of Basic Research 


The research program of the World Health 
Organization should concern itself with pro- 
viding as broad a scientific base as possible from 
which to mount successful attacks on today’s 
major diseases, according to Dr. Walsh McDer- 
mott, professor of public health and preventive 
medicine at the Cornell University Medical 
College. 

The major diseases, he said, are neither ob- 
scure nor exotic; they are commonplace diseases. 
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Information that is being sought for diseases 
such as atherosclerosis and cancer is at hand for 
today’s major infectious diseases. What is 
needed, McDermott pointed out, is information 
that is much more precise and in many ways 
more subtle. It is a mistake, he said, to con- 
sider tuberculosis or kwashiorkor, for example, 
as individual diseases. They are “hyphenated 
diseases,” for when a child dies of tuberculosis, 
what he really dies of is tuberculosis-malnutri- 
tion. 


Scanty Background 


McDermott described the scientific back- 
ground of hyphenated diseases as appallingly 
scanty, but pointed out that some studies are 
underway to offset this deficiency. He cited 
research by Dr. René Dubos and by Dr. Loyd 
Hedgecock which has shown that mice immu- 
nized with BCG could have their immunity 
either totally suppressed or fully expressed by 
alterations in their diet. 

Studying the transmission of tuberculosis 
would be another valid research endeavor, Mc- 
Dermott said. He observed that little research 
is being done at present on this because in the 
economically developed countries tuberculosis 
can be controlled without exact knowledge as 
to how transmission takes place. Yet today, in 
many places, he said, a single-room, one-floor 
hut houses 12 adults and children, several of 
whom are breathing tuberculosis bacilli which 
have lost their pathogenicity for guinea pigs 
and monkeys but have retained it for mice. It 
would be to our advantage, McDermott said, 
to set up chambers recreating these conditions 
and studying and defining them so that we 
might know what happens. 


Two Points 


McDermott called attention to the fact that 
the development of vaccines and drugs has made 
it possible to place in the hands of an illiterate 
villager the power to deliver a more effective 
treatment to a person critically ill of pneumonia, 
meningitis, or tuberculosis than could have been 
done by the most highly skilled physician of 25 
years ago. We have been slow in facing up 
to what this situation implies, he said, and also 
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in exploiting it for man’s benefit. He suggested 
that a greatly expanded research effort is needed 
on the medical, sociological, and economic as- 
pects of this situation. 

McDermott also questioned the common as- 
sumption that when a particular infection in 
an underdeveloped country is under control, the 
people will inevitably face the same diseases 
that we now have. Is this necessarily the case? 
he asked. Is it not possible that wholly differ- 
ent patterns of disease balance might emerge in 
a somewhat sanitized environment which is still 
predominantly rural, rustic, and otherwise un- 
changed? This, too, he said, is an important 
matter for WHO research, especially by social 
scientists. 

In closing, McDermott emphasized the need 
for research on what will continue to be import- 
ant problems of the WHO program. Basic 
research in health, for WHO’s purposes, should 
broaden our understanding, while, at the same 
time, it should prove to have broad application, 
he concluded. 


Hazards of Living Worse 
Than Dangers of Dying 


We must shift our emphasis from the dangers 
of dying to the hazards of living, for in today’s 
world the solution of one health problem in- 
variably creates others, declared Dr. John W. 
Knutson, chief dental officer, Public Health 
Service. 

In less fortunate parts of the world, he said, 
teeming millions are being kept alive, but they 
are malnourished or starving, ill-housed or un- 
housed, and illiterate. 

Knutson observed that international health 
efforts are not free of political implications. 
Standards of living and levels of consumption, 
he said, exert an important impact on political 
thinking and attitudes. Malnourished bodies 
and sick minds are not a sound base for rational 
citizenship in a peaceful world. 

Knutson also pointed out dental health needs 
abroad. Many people, he said, cannot afford 
refined dental services such as gold inlays or 
even fillings, but they still need relief from pain 
and infection. 
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In Burma, he said, only 19 qualified dentists 
are available to serve the needs of 19 million 
people. It is here, he brought out, that queues 
of people can be seen in search of relief from 
dental pain and distress. It is here and in simi- 
lar countries that the distressing complica- 
tions of well-intended but grossly septic minis- 
trations by untrained and unequipped local 
practitioners can be observed. But most im- 
portant, it is here that there is little or no 
semblance of proposals or plans for action 
which will foster the evolution of a cadre of 
dental service personnel so that the future situ- 
ation will be better than the present. 


Multinational Effort Needed 
To Achieve Eradication 


The successful eradication of a disease or vec- 
tor requires funds and support from each coun- 
try where a possible seedbed of infection exists, 
asserted Dr. Fred L. Soper, director emeritus, 
Pan American Sanitary Bureau, Regional Office 
for the Americas of the World Health Organ- 
ization. 

Although eradication is not a new concept, 
it is a new weapon because the governments of 
the world are beginning to collaborate in solv- 
ing common health problems through such agen- 
cies as the World Health Organization, he 
stated. 

The first such international effort was the 
commitment made by the nations of the Ameri- 
cas in 1947 to eradicate the urban vector of 
yellow fever, the Aedes aegypti. Soper traced 
this joint action to efforts to prevent reinfesta- 
tion of Brazilian cities that had been freed of 
the vector. 

Brazil’s National Yellow Fever Service had 
shown that it was cheaper to eradicate the mos- 
quito from its peripheral haunts than it was to 
maintain permanent vigilance against its re- 
introduction into major cities. The service was 
committed in 1940 to eradicate the vector from 
all parts of the country. Within 6 years eradi- 
cation was so successful that Brazil’s major 
concern was reinfestation not only from coun- 
fries sharing its borders but also from more 
distant nations that might reinfest its neighbors. 
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“We now have it within our power to eradicate from 
the face of the earth that age-old scourge of man- 
kind: malaria. We are embarking with other na- 
tions in an all-out, 5-year campaign to blot out this 
curse forever. We invite the Soviets to join with us 
in this great work of humanity.’—Dwicut D. 


EISENHOWER, January 9, 1958. 





By committing themselves to eradication in 
1947, the countries of the Americas were not 
only protecting their own people, but they were 
recognizing the right of Brazil to be protected 
from reinfestation, Soper said. This experi- 
ence with A. aegypti illustrates that once eradi- 
cation begins locally, the threat of reinfestation 
or reinfection from the periphery generates 
pressure to expand eradication. 

Similarly, the U.S.S.R. proposal at the 
Eleventh World Health Assembly to eradicate 
smallpox worldwide within 5 years is based on 
the fact that once smallpox had disappeared 
from Soviet territory, the machinery and ex- 
pense of maintaining protection for its popula- 
tion would be unnecessary if the disease were 
eradicated from the rest of the world. 

By voting funds for the national malaria 
eradication campaign in 1947, the United States 
Congress committed the Government to a con- 
tinuing interest in the occurrence of malaria in 
Mexico, Korea, and all parts of the world from 
which the United States may be reinfected, 
Soper declared. 

Eradication has emphasized the interdepend- 
ence of countries in protecting areas freed of 
malaria. Venezuela found it had a stake in the 
eradication of malaria in Colombia, Brazil, the 
Guianas, Trinidad, and even Africa. 

In 1954 the delegate of France to the 14th 
Pan American Sanitary Conference asked how 
a country once freed of malaria could protect 
itself against reintroduction of the disease. In 
the final analysis, Soper said, the only answer is 
“by joining with all the countries of the world 
in financing the elimination of the remaining 
seedbeds of infection wherever they may be.” 

Malaria, a local endemic disease a decade ago, 
has become as important to quarantine author- 
ities as smallpox, yellow fever, cholera, plague, 
and typhus. 
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At present, malaria eradication is complete or 
far advanced in 16 countries. Eradication has 
begun in 45 and is planned in 14. To protect 
their own investments, the national health ad- 
ministrations in the later stages of eradication 
want to prevent the importation of malaria, 
and, where malaria is present or a potential 
threat, to avoid the introduction of a foreign 
species of vectors or insecticide-resistant 
vectors. 

The United States has taken the lead in sup- 
porting malaria eradication and cannot afford 
to see it fail or be unnecessarily handicapped, 


Soper asserted. But eradication from the 
world requires supplies, equipment, technical 
orientation, and labor which many malarious 
areas cannot supply and cannot be expected to 
supply for themselves. 

Within the next 10 years malaria can be 
eradicated from most of the infected areas if 
areas that were previously infected and those 
which become free of the disease support ade- 
quately, both technically and financially, the 
present eradication campaigns coordinated by 
the World Health Organization. 


Water Pollution Control 


Sa Statute authorizing Water Pollution Control Board to classify waters in accord- 
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Division, 1958). 


The City of Utica sought to prohibit the 
State Water Pollution Control Board from pro- 
ceeding with a hearing in respect to alleged 
pollution of the Mohawk River by discharges 
from municipal sewers of the city in violation 
of standards of water purity promulgated by 
the board pursuant to State law, on the ground 
that the law constituted an invalid delegation 
of legislative power in violation of the State 
constitution. 

The statute directed the board to classify 
the waters of the State “in accordance with 
considerations of best usage in the interest of 
the public” taking into consideration factors 
such as current usage, extent of present pol- 
lution, and the limitations on specific pollutants 
set out in the statute. 

In upholding the board and the statute, the 
court noted that under the State law the clas- 
sification of waters and the water quality stand- 
ards were to be adopted only after public hear- 
ing on notice to the municipalities and others 
concerned, and the actions of the board were 
made subject to judicial review. 
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. We ance “with considerations of best usage in the interest of the public” held to 

Y Oe establish sufficiently definite standards for administrative action. Application 
) PI 

v of City of Utica, 177 N.Y.S. 2d 47 (Supreme Court of New York, Appellate 


It quoted with approval the rule that where 
the legislature “legislated on the subject as far 
as was reasonably practicable, and from the 
necessities of the case was compelled to leave 
to executive officials the duty of bringing about 
the result pointed out by the statute, the func- 
tions of the administrator, even where great 
latitude is granted, will be held administrative 
and lawful.” 

Returning to the statute, the court held that 
in the light of the express recognition in the 
law by the legislature that “due to variable 
factors, no single standard of quality and 
purity of the waters is applicable to all waters 
of the State or to different segments of the same 
waters,” and considering the breadth and 
highly technical nature of the problem, the 
legislature could scarcely have devised more 
definite and specific standards. Accordingly, 
it held that the statute provided definite and 
sufficient standards to guide and, at the same 
time, to control and limit the board in the 
exercise of the discretion necessarily com- 


mitted to it. 
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Obtaining the Physician’s Cooperation 





in Reporting Communicable Disease 


DOROTHY T. MAGALLON, M.D. 


HEN a public health physician goes into 

a community, there are many intangible 
but very real factors that can spell the differ- 
ence between his success or failure as a health 
officer. Gaining the confidence and cooperation 
of the practicing physicians in the area is cer- 
tainly an important factor. However, even in 
a community where relationships are of the 
best, the reporting of communicable disease is 
often a distinct problem. The same physician 
who may extend himself to cooperate with the 
health department at every possible turn often 
is not aware of the practical importance of re- 
porting disease. Even though State laws re- 
quire the reporting of certain diseases, we have 
come a long way from the day when failure to 
report such a disease was a crime often punish- 
able by death—death not only to the patient 
but to his family, friends, and sometimes an 
entire community. 

It is the task of public health people to con- 
vince private physicians that the time they 
spend reporting their cases of communicable 
diseases is still a worthwhile investment. When 
these physicians are made to feel that the value 
received in services to them and their patients 
is worth the effort expended, few will fail to 
report. 

The first step in that direction may be to 





Dr. Magallon, formerly director of communicable 
and chronic disease control, Louisville and Jefferson 
County Health Department, Louisville, Ky., is now 
with the Kentucky State Department of Health. 
This paper was originally presented at the Southern 
Branch Meeting of the American Public Health As- 
sociation in Little Rock, Ark., May 7, 1958. 
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remind the doctors of the community that the 
health officer considers service to the private 
physician and his patients one of his main du- 
ties. It is surprising how often the practicing 
physician thinks of the health officer as some- 
one who looks after the health of indigents and 
has very little to do with him and his private 
patients who after all comprise a large segment 
of the community. 

Ideally, a health officer new to an area should 
visit the doctors in practice there, but this may 
not be practical in large communities. If a 
personal visit is not possible then a letter in- 
troducing the new health officer and listing 
some of the services available to the physician 
through the health department may be effective. 
The letter should be accompanied by a list of 
the reportable diseases and might stress the 
advantages to the private physician and his 
patient of reporting these diseases rather than 
the advantages to the health department or 
even the community as a whole. 


Reporting by Telephone 


The method of reporting disease must be kept 
simple. As concise as the morbidity card is, 
many physicians complain that neither they 
nor their office staff have the time to fill it in. 
One solution is to encourage the doctor or some- 
one in his office to make telephone reports. 

Telephone reporting actually has a number 
of advantages. It may give the health officer 
or his secretary an opportunity to learn about 
other similar cases by asking a few brief ques- 
tions. For example, suppose Dr. Brown is 
reporting to me a case of infectious hepatitis 
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in a child. I would first ask the doctor how 
he felt about giving gamma globulin to family 
contacts. Dr. Brown might say he had not seen 
much infectious hepatitis and he was not too 
familiar with the use of gamma globulin in 
contacts but how did the health department 
feel about it. At this point I can offer a serv- 
ice to Dr. Brown and his patient by sharing 
with him the knowledge of gamma globulin’s 
value in hepatitis contacts and by telling him 
that the health department can supply him 
with gamma globulin for this purpose. Now 
if there is one thing that sticks in Dr. Brown’s 
mind about gamma globulin, it is probably the 
fact that it is very expensive when bought 
through a pharmaceutical house. If he is sold 
on its value, you can be sure he will report his 
next case of infectious hepatitis and request 
gamma globulin for the contacts. 

By this time the doctor may not mind answer- 
ing a few more questions. When asked if he 
has heard of any more hepatitis in his neighbor- 
hood he may remember that Dr. Smith men- 
tioned a case to him just a few days ago. One 
more question, “Where does the child go to 
school?” will round out the picture as far as 
the health officer is concerned. 

This entire conversation takes less than 5 
minutes, yet it accomplishes the following im- 
portant things: 

1. The private physician has been made 
aware of a health department service to him 
and his patient because he reported a commu- 
nicable disease. The reporting of that disease 
now means something more to him than merely 
satisfying a State law. If for no other reason 
he may now report a disease just to see what 
the health department has to offer. 

2. The physician has been made to feel that 
he is an important link between his patients 
and the health officer whose duty it is to safe- 
guard the health of the entire community. 

3. The health officer has found at least one 
other case of the disease in question and has 
gained information that will aid him in what- 
ever type of epidemiological investigation he 
may wish to institute. 

From the point of view of everyone concerned 
this 5-minute telephone conversation has been 
a good investment of time. 

Telephone reporting may be used very prof- 
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itably when an outbreak of a particular disease 
is anticipated. For example, in Louisville and 
Jefferson County, Ky., influenza of any type is 
not well reported by the physicians. In July 
1957, Asian influenza was introduced into the 
community. To insure adequate reporting 
during the expected epidemic, a surveillance 
system was set up shortly after the first cases 
were proved by laboratory diagnosis. It first 
became apparent from a sudden marked in- 
crease in school absenteeism that influenza was 
on the upswing in the community. A conserv- 
ative method of estimating probable cases of 
influenza from absenteeism in schools and in- 
dustry was determined and was used through- 
out the outbreak. In order to supplement. re- 
porting through regular channels, each week 
the office of communicable disease control made 
telephone calls to the Louisville General Hos- 
pital outpatient department, health centers, 
the State laboratory, and 25 private physicians. 
These physicians were representative general 
practitioners and pediatricians from various 
sections of the city and county. In this way 
we were able to follow the course of the epi- 
demic and arrive at fairly accurate, although 
probably conservative, statistics. 

This system has been extended to other com- 
municable diseases. When for some reason, 
perhaps from routine hospital or laboratory 
reporting, we have cause to believe that a dis- 
ease is on the increase or may be prevalent in 
a certain section of the city, we contact the phy- 
sicians in that area. We then do a check sur- 
vey of the 25 representative physicians used 
originally in the influenza surveillance. In ef- 
fect, they serve as a communicable disease 
barometer. Information gained in this man- 
ner to supplement reports through regular 
channels gives us a fairly accurate picture of 
infectious disease in the community. 


Special Problems 


Venereal disease and tuberculosis reporting 
present special problems in many areas. In 
Louisville and Jefferson County, the problems 
of tuberculosis reporting are magnified because 
the prevalence of the disease is so high. With 
a few exceptions the private physicians who 
treat tuberculosis report both new cases and 
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Although State laws require the reporting of 
communicable disease, good reporting depends on 
a mutual understanding of practicing physicians 
and health authorities. 

What do health authorities need? 
reasonably accurate, and reasonably complete in- 


First, prompt, 


formation on certain communicable diseases such 
as diphtheria and typhoid fever. By such means, 
remedial or preventive action can be triggered, and 
policy, legislation, and appropriations shaped. 

Next, information on diseases such as psittacosis, 
brucellosis, and tularemia for which immediate 
action is less important. Trends in incidence and 
effects of new types of treatment can be observed 
and, possibly, controls developed at some future 
date. 

Finally, there is need to know more about un- 
usual occurrences of diseases that are reportable 
and those for which no individual case report is 
required. I refer to outbreaks of various kinds. 
There is a real need for more information on un- 
usual occurrences such as venereal disease in an 
identifiable group, food poisoning and food infec- 
tion epidemics, and outbreaks in schools and insti- 
tutions. This information is needed in order to 
appraise trends and develop remedial measures. 

The physician should be encouraged to feel that 
his reports set in motion procedures which will 


Health 


officers build up confidence each time they inform 


benefit both the patient and the community. 


physicians that a case or an outbreak is being inves- 
tigated, an agent isolated, or control measures insti- 
tuted. The physician should be made aware that 


his report on typhoid fever or diphtheria may be 
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only one of several received. The health agency is 
in the key position to provide this information and 
to demonstrate any tie among the reports. 

In developing acceptance of this function, the 
health officer may remind physicians that public 
health laboratories are at their disposal and encour- 
age their use. Or he may elect, with far-reaching 
consequences, to develop methods for disseminating 
information on morbidity. 

For one town, newsletters, statistical reports, a 
few paragraphs in the newspaper may all be appro- 
priate means of carrying the word. A _ weekly 
report for an entire State is almost a necessity; 
some States issue monthly summaries as well. In 
their weekly reports, some States also describe un- 
usual happenings or present comparisons of disease 
incidence. Others include information on activi- 
ties of the health department, on immunization 
procedures, and the like. In general, Federal 
agencies follow the same pattern. 

Routine statistical reporting in which numbers 
only are used does not meet the demand for perti- 
nent information. Explanations are needed as well. 
The circumstances or conditions that led to the 
occurrence of 10 cases of infectious hepatitis are 
more suggestive than the number “10.” Physicians, 
and the public as well, wish to know whether re- 
ported cases are related in any way, how disease is 
transmitted, the original source of infection, and 
elements of immunity, resistance, and recovery. 
Good reporting, after all, includes the concept of 
what carries meaning and significance.—Caru C. 
Dauer, M.D., medical adviser, National Office of 
Vital Statistics, Public Health Service. 





followups very poorly. Efforts to improve re- 
lationships between the health department and 
this particular group of physicians have not 
In an 
effort to correct this situation a letter which 
stated the problem frankly was sent out. The 
health department has many services to offer 
patients with tuberculosis but, by and large, the 
chest physicians were not making it possible for 
their patients to benefit from these services. 


been too rewarding for many reasons. 


Therefore, the letter asked the physicians to 


362 


suggest ways in which the health department 
can make these services available to their pri- 
vate patients. 

Special problems in reporting arise in any 
community. In Louisville and Jefferson Coun- 
ty, we have found that if these problems are 
met tactfully but frankly the results can be 
surprising. Here is how we met such a prob- 
lem which had to do with rabies control. 
Rabies in our community is a serious problem, 
and much time and effort are spent in the con- 
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trol of this disease. Cooperation between the 
Louisville and Jefferson County Health De- 
partment and the veterinarians had not been 
of the best for reasons long since lost in an- 
tiquity. A number of the veterinarians failed 
each month to submit duplicate copies of ani- 
mal vaccination certificates as required by law. 
A campaign to improve relationships with the 
veterinarians was started. Special emphasis 
was placed on animal epidemiology and the im- 
portance of the veterinarian’s role in the con- 
trol of rabies. Educational and publicity ma- 
terial coming from the health department 
stressed the importance of consulting a veter- 
inarian when a pet had been bitten by another 
animal. Members of the county veterinarian’s 
society were consulted frequently about the con- 
trol of rabies in animals. The air cleared con- 
siderably. Then, a letter was sent out to all 
small-animal veterinarians in the county. 

Here again the letter used the idea of giving 
something, if only interesting statistics, before 
asking for something. It also gave a reason for 
reporting that had nothing to do with State 
law. Twelve self-addressed stamped envelopes 
for monthly reporting were enclosed with each 
letter, thereby making compliance with our 
request as simple as possible. 

After 2 months only 3 veterinarians had 
failed to send their slips in. These were called 
by telephone and within 3 weeks each had sub- 
mitted his certificates. For the first time, 100 
percent of the Jefferson County veterinarians 
are reporting vaccinations. <As a fringe benefit 
of this effort we are getting more reports from 
the veterinarians of clinically suspected rabies 
in animals and more animal heads for exami- 
nation. We feel that our entire rabies control 
program has benefited. 


Basic Ideas 


There are many specific problems in report- 
ing to be met in every community. We have 
found that the following basic ideas have been 
helpful to us when attacking any of these 
problems: 

1. The public health physician who is fortu- 
nate enough to teach medical students or to 
talk at least occasionally to groups of physi- 
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cians has a prime opportunity to sell the value 
of reporting. It is true that few health officers 
have the opportunity to teach formally ; but few 
lack the opportunity to educate informally if 
they will only accept the challenge. 

2. Any group of doctors appreciates a frank 
but tactful approach. 

3. Practicing physicians are very likely to 
think first of their patients; if we can show 
these physicians that they and their patients 
profit from good reporting, they will report. 

4. Most private doctors have a sense of com- 
munity responsibility but are quite naturally 
oriented to care for the individual patient. Be- 
cause of this, they need to be reminded period- 
ically of their importance in community health 
and the importance of good community health 
to them and their patients. 

5. The idea of offering something (service, 
information, consultation, special laboratory 
and treatment procedures) before asking for 
something is always very appealing. 

6. Any method used must be simple and re- 
quire a minimum of time. Perhaps more im- 
portant than all of these, the health officer him- 
self must command the respect of his fellow 
physicians. He must not set himself apart; 
rather he must get to know the physicians in his 
community, for if he does his job well he will 
have occasion to communicate with them fre- 
quently, and it is much more difficult to com- 
municate effectively with a stranger than with 
a friend. The local medical society is often a 
good focus around which to build such feeling. 
Many former problems, even difficult ones con- 
nected with the reporting of diseases, fade out 
in the glow of this kind of relationship. 

However, no matter how good a relationship 
the health officer has with the physicians of his 
community, he will have to face one fact real- 
istically. Rare is the community where physi- 
cians, unsolicited, will beat a path to the door 
of the health department for the sake of report- 
ing communicable diseases. In the matter of 
reporting, the health officer must be the aggres- 
sor. It is his task to find the methods of stimu- 
lation which bring results in his community 
and to apply these methods as often as neces- 
sary to keep the reporting of communicable 
clisease at a satisfactory level. 
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4 statis isliGs 


For Tuberculosis Control Programs 


UBERCULOSIS control, despite notable 

progress in recent years, still demands a 
sizable share of public health attention in many 
communities, and the need for sound program 
statistics is as pressing as ever. 

So much information is potentially available 
for studying the needs and achievements of 
tuberculosis control programs that great care 
must be taken to choose appropriate types and 
amount of data to be collected as service sta- 
tistics. A health department will want to col- 
lect only data that are basic to its own program, 

addition to those requested for State and 
national reports. The statistics selected should 
indicate the extent to which defined program 
objectives of tuberculosis control are being 
achieved. Progressive revisions of a program 
should of course be anticipated. 

From tuberculosis service statistics it should 
be possible: (a) to indicate the size, composi- 
tion, and location of the tuberculous popula- 
tion; (0) to determine whether or not the cases 
that require medical supervision are receiving 
supervision and the care they need; (c) to study 
the productiveness of casefinding techniques; 
and (d) to judge whether or not resources are 
being used effectively and efficiently. 

The Indexes for Interpreting Data given in 
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this paper and the data items for developing 
these indexes, given under Statistical Informa- 
tion, are suggested as those which can be most 
helpful in planning, administering, and evalu- 
ating services in tuberculosis control. Neither 
the indexes nor the data items, however, can in 
themselves provide sufficient information for 
complete evaluation. The data must be related 
to one another and to other available informa- 
tion, and they must be grouped so that a clear 
picture results. Even then, appropriate deci- 
sions can be made only after careful considera- 
tion by persons who understand the significance 
of the findings and can identify pertinent high- 
lights for action. 

In some areas, procedures have not been es- 
tablished for collecting basic information, and 
consequently health agencies are unable to ob- 
serve certain important local trends. The 
absence of such information is a deficiency, and 
health jurisdictions should make every effort to 
develop adequate records and procedures for 
the collection of pertinent service statistics. 


Indexes for Interpreting Data 


The principal quantitative indexes of the 
tuberculosis problem and selected indexes of the 


Public Health Reports 











Service Statistics Series 


With this report, the Working Group on Service 
Programs of the Public Health Conference on Rec- 
ords and Statistics has completed five documents on 
the collection, analysis, and interpretation of service 
statistics. These documents are intended to aid in 
preparing data for planning, administering, and 
evaluating various public health services. 

The first report, appearing in Public Health Re- 
ports in June 1956, page 519, introduced the series 
and set forth basic principles governing service sta- 
tistics. Subsequent reports dealt with health super- 
vision of infants and preschool children (July 1956, 
page 705), health services for children of school age 
(September 1956, page 917), and home accident 
prevention programs (June 1957, page 494). 

In preparing this fifth report on statistics for 
tuberculosis control programs, the working group 
was assisted by several consultants with special ex- 
perience in programs of tuberculosis control. The 
guide had almost reached its present form when the 
conference was reconstituted in March 1958 as a 
consultative and collaborative study program. Aided 
by the Tuberculosis Program, Public Health Serv- 
ice, a study group of the new conference completed 
the work. Their revisions were based on comments 
received after distribution of the mimeographed re- 
lease (Document 438, reproduced by the National 
Office of Vital Statistics, Public Health Service, De- 


partment of Health, Education, and Welfare, Wash- 
ington 25, D.C.). 

Under the title “A Guide for the Collection, 
Analysis, and Interpretation of Service Statistics in 
Tuberculosis Control Programs,” the document has 
the endorsement of the following organizations: 
American Association for Vital Records and Public 
Health Statistics, the Committee on Public Health 
Administration and the Statistics Section of the 
American Public Health Association, and the Asso- 
ciation of State and Territorial Directors of Local 
Health Services. 
of the American Trudeau Society. The Association 
of State and Territorial Directors of Public Health 
Nursing recommends that the guide receive careful 


It was endorsed by the president 


attention. 

Dr. James E. Perkins, managing director of the 
National Tuberculosis Association, one of the agen- 
cies providing technical consultation in developing 
the guide, believes that it will be helpful to those 
responsible for the collection and analysis of mean- 
The Com- 


mittee on Tuberculosis Nursing of the National 


ingful statistical data on tuberculosis. 


League for Nursing and the National Tuberculosis 
Association regards the guide as an important and 
worthwhile step forward in measuring progress in 
tuberculosis control. 





scope and effectiveness of program operations 
are given in this section. ‘These indexes can be 
constructed from the data items listed under 
Statistical Information, sometimes from only 
a pair of items and sometimes from several. 
For example, the first index under Program 
Operations, casefinding coverage, is in effect 
a summary obtained by analyzing items selected 
from Baseline Data, as well as from Data on 
Program Operations. 

The validity of the indexes will depend on the 
completeness of the component statistical items 
and the reliability of the statistical procedures 
used in relating one item to another. Ifa valid 
comparison is to be made between indexes for 
different time periods or different areas, it is 
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essential that they be based on comparable data 
uniformly defined, collected, and analyzed. 

For most of the indexes, the period of meas- 
urement is 1 year; however, in some localities 
another time interval may be preferred. For 
example, in areas where there are few cases of 
tuberculosis, or few deaths, it might be advis- 
able to use 3- to 5-year averages in order to 
minimize the effects of random fluctuations. 

Many of the indexes have been used in reports 
prepared by various health agencies, such as 
Reported Tuberculosis Data, released periodi- 
cally by the Public Health Service. It is there- 
fore possible for a health department to obtain 
data on other communities for comparison with 
its own performance. 
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Many health departments may not find it 
feasible to tabulate the data required for all the 
indexes, while others may need additional in- 
dexes. The list is intended to be a reasonable 
compromise. 


Definition of Problem 


Mortality: Annual rate of tuberculosis deaths 
per 100,000 population. 

Incidence: Annual rate of newly reported ac- 
tive cases per 100,000 population. (The term 
“active case” in this paper refers to cases 
classified as active and probably active, as 
explained in reference 1.) 

If casefinding and reporting are reasonably adequate 
(as indicated by the ratios under Casefinding, below, 
and in other ways), this rate provides an estimate of 
the rate at which new cases are actually developing 
in the population. Where casefinding and reporting 
are consistent from year to year, this rate reveals the 
trend of known incidence. 

Prevalence of known cases: Rate of known ac- 
tive cases per 100,000 population as of a 
specified date. 


This rate has limited meaning when the percentage of 

cases for which medical examination reports are over- 

due is high. 

Rate of all known cases, regardless of clinical 
status, per 100,000 population as of a specified 
date. 


These figures on known prevalence can serve as an 
estimate of the community’s tuberculosis problem. 
Estimates of total prevalence of tuberculosis cases, in- 
cluding unknown as well as known Gases, can be ob- 
tained only by special studies, not from service 


statistics. 

Prevalence of infection, as measured by the 
tuberculin test (2): Percent reacting among 
all ninth grade students tuberculin tested 
(and read) during year. 


This index can be used to observe long-term trends in 
the prevalence of infection in the community. It can 
also be used to identify areas of a city where infection 
rates tend to be the highest. Lower grades are not 
suggested because in many parts of the country it is 
necessary to test adolescents in order to obtain a rate 
high enough to fulfill these two functions. Higher 
grades are not recommended because these students 
are progressively less representative of the community 
population of similar age. 


In some cities the prevalence of sensitivity among first 
grade children is still great enough to serve these 


purposes. In such localities it would be useful to test 
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first grade children as well as those in the ninth grade 
since the sensitivity level among the younger children 
is more likely to indicate recent conditions of exposure 
to infection. 


The prevalence of infection among adults should be 
determined by special studies, and testing of this group 
should progressively become a part of the regular pro- 
gram of periodic assessment of the tuberculosis prob- 
lem. In many areas today testing of adults is needed 
more than testing of school children. 


Program Operations 

CASEFINDING 

Coverage: Of the population in specific high- 
risk groups or areas, percent screened during 
year. 

Followup of screening program suspects: Of 
tuberculosis suspects, percent for whom fol- 
lowup was completed within 6 months after 
the screening program either by establish- 
ment of a diagnosis (tuberculosis, other chest 
clisease, or essentially negative) or by other 
disposition. 

Contact examination: Of contacts to new active 
cases reported during year, percent examined 
by end of year. 

Effectiveness of casefinding programs: Of new 
active cases reported during year, percent dis- 
covered by organized casefinding efforts: 
chest X-ray surveys, tuberculin testing pro- 
grams, or contact examination. 

Of new active pulmonary cases reported during 
year with extent of disease specified, percent 
classified as minimal. 

If extent of disease is not specified in a large propor- 

tion of cases, the meaning of this item is severely 

limited. 

Of new active cases reported during year, per- 
cent first reported by death certificate or at 
time of death. 


Use or Hosprravization 

Of new active cases reported during year, per- 
cent hospitalized for treatment of tuberculosis 
at any time during year. 

Of all known active cases as of a specified date, 
percent in hospitals for treatment of tubercu- 
losis on that date. 


SUPERVISION OF UNHOSPITALIZED Cases 
Prescribed treatment: Of wnhospitalized active 
cases on a specified date, percent with no 
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known drug therapy or other specific treat- 
ment prescribed. 

Of unhospitalized inactive cases, percent with 
no known drug therapy currently prescribed. 

Medical supervision: Of total unhospitalized 
cases as of a specified date, percent for which 
medical examination report is overdue. 

This index should also be constructed for active and 

activity undetermined cases. 

Of unhospitalized active cases as of a specified 
date, percent with no bacteriological exam- 
ination report within preceding 6 months. 

Public health nursing supervision: Of total 
unhospitalized active and activity unde- 
termined cases as of a specified date, percent 
with no public health nursing visit within 
preceding 6 months. 

Of unhospitalized active cases with current 
positive bacteriological findings as of a speci- 
fied date, percent with no public health 
nursing visit within preceding 6 months. 

Of new active cases reported during year, per- 
cent visited by public health nurse within 1 
month of report to health department. 

A low rate may be caused by lack of prompt referral 

to the nursing division. 

Of cases discharged from hospitals during 
year, percent visited by public health nurse 
within 1 month of date of discharge. 

A low rate may be caused by the hospital’s delay in 

notifying the health department. 

Status on hospital discharge: Of active cases 
discharged from hospitals during year, per- 
cent with positive bacteriological findings at 
time of discharge. 

Of active cases discharged during year, percent 
discharged against medical advice. 

Medical social service: Of unhospitalized active 
cases referred to social service during a speci- 
fied period, percent who have received social 
service during same period. 

Vocational rehabilitation: Of cases referred 
for rehabilitation service during year, per- 
cent accepted for rehabilitation. 


Terms, Data Sources, Tabulation 


Standard terminology. Uniform application 
of standard terminology is essential in the col- 
lection of data. Unless all items that go to 
make up a total are chosen according to one 
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definition, the total will not be valid. If ditfer- 
ent definitions are used at different times or in 
different places, totals will not be comparable 
from one time to another or from one place to 
another. 

Definitions for most of the basic terms used 
in tuberculosis control may be obtained from 
Diagnostic Standards and Classification of 
Tuberculosis (2) and from the Report and 
‘Recommendations of the Committee on Morbid- 
ity Reporting (7). The committee’s recom- 
mendations are reprinted on the back of the 
Semiannual Tuberculosis Morbidity Report, a 
Public Health Service required report (PHS 
Form 1394, revised 1-52), and in the National 
Morbidity Reporting Manual of Procedures 
(3). 

Sources of data. Most data in tuberculosis 
control come from basic records (clinic and 
hospital, laboratory, nursing, case register, for 
example), and these must be adequate, accurate 
and properly correlated if they are to supply 
the necessary information. Statistical analysis 
cannot produce results more accurate than the 
primary data. Public health agencies can do 
much to refine and improve their own source 
documents in tuberculosis control and to im- 
prove communications with other agencies and 
institutions. Joint planning can frequently re- 
duce the number of record forms needed and 
make each more effective and serviceable. 

Data on newly reported cases can be obtained 
from the official morbidity reports and sum- 
maries which are made once or twice a year by 
most local health departments. 

The source of prevalence data is the tubercu- 
losis case register, or equivalent records, for 
which information must be obtained routinely 
from places providing services to the patient, 
such as clinics, private physicians, laboratories, 
hospitals, and nursing offices. Keeping current 
information on each patient’s status should be 
part of routine operating procedure in main- 
taining good case supervision. Techniques will 
vary for obtaining statistical reports reflecting 
the extent of supervision and current clinical 
status of known tuberculosis patients. 

Mortality data are available from the anal- 
ysis of death certificates filed with local regis- 


. 


trars of vital statistics and forwarded to offices 
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of vital statistics in State departments of health. 
Counts by cause of death are made by the State 
vital statistics offices. Information regarding 
persons with tuberculosis who die of other 
causes, as well as tuberculosis cases reported for 
the first time by death certificate, must come 
from the cooperative efforts of the tuberculosis 
control and vital statistics offices. 

Population figures which are more recent 
than those reported in the United States decen- 
nial census publications may be available from 
special local censuses or from population esti- 
mates periodically prepared by a State or local 
agency. Each year the May issue of Sales Man- 
agement magazine contains current population 
estimates and pertinent information on eco- 
nomic status for all counties and major cities. 

The hospital facilities office of the State 
health department can supply information on 
the number and kinds of hospitals within its 
jurisdiction, including bed capacity and other 
pertinent data. Similar information can be 
found each year in the August issue of Hos- 
pitals (Journal of the American Hospital As- 
sociation) and the Public Health Service pub- 
lication, Tuberculosis Beds in Hospitals and 
Sanatoria. State nursing and medical asso- 
ciations, as well as other professional organiza- 
tions, and special surveys made by professional 
organizations provide information on numbers 
and specialities of medical and paramedical 
personnel. 

Tabulating methods. Tabulating methods 
must be considered when record forms are de- 
signed since the two are related. In selecting 
the most appropriate method, volume is an 
important factor. Hand tabulations are not 
necessarily the least expensive or most accurate. 
For a moderate quantity of records the mar- 
ginal puncheard system, with its many appli- 
cations and flexibility, merits consideration. 
Machine tabulation is usually recommended for 
large volume because of its greater speed, 
accuracy, and flexibility. 


Statistical Information 


The items listed below provide the informa- 
tion necessary for program measurement as 
outlined in the section on indexes, plus supple- 
mental information which will permit further 
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assessment of the tuberculosis problem and ade- 
quacy of program activities. 


Baseline Data 


Herarru JURISDICTION 

1. Total population as of specified date. 

2. Population of specified high-risk groups 
(for example, special geographic areas; admis- 
sions to general hospitals; residents and em- 
ployees of mental, penal, and other “resident” 
institutions; lower economic groups; and older 
age groups). 

3. Population breakdown by age, sex, race, 
marital status, urban-rural, geographic loca- 
tion, occupation, and economic status. 

4. Health facilities and resources, including 
(a) number of beds available to tuberculosis 
patients in general and tuberculosis hospitals; 
(6) number, location, and patient capacity of 
chest clinics; (¢) number and type of medical 
and paramedical personnel. 


Morrairy 

1. Number of tuberculosis deaths for the 
year. 

2. Tuberculosis deaths by age, sex, race, mari- 
tal status, geographic location of residence, oc- 
cupation, and economic status. 

INCIDENCE 

1. Newly reported active cases for year, in- 
cluding active and probably active in both pul- 
monary and nonpulmonary classifications of 
disease (7), by source of report: (a) private 
physicians, (6) tuberculosis hospitals (public 
and private), (c) general hospitals, (d@) chest 
clinics, (e) mental institutions, (f) death cer- 
tificates, (g) transferred from other States, 
(A) transferred from other local health juris- 
dictions, (7) other. 

2. Newly reported active cases for year by 
method of discovery (source of referral), such 
as chest X-ray surveys, tuberculin tests, con- 
tact examination, health examination, and self- 
referral. 

3. Newly reported active cases for year by 
age, sex, race, marital status, geographic loca- 
tion of residence, occupation, and economic 
status. 

4. Newly reported active cases for year by 
form and extent of disease. 
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PREVALENCE OF KNown CasEs 

Known tuberculosis cases as of a specified 
date classified by clinical status: (@) active or 
probably active (group A); (0) activity unde- 
termined or not specified; (¢) inactive or prob- 
ably inactive but requiring public health super- 
vision (open file only). 
PREVALENCE OF INFECTION 

1. Total number of persons tuberculin tested 
(and read), by method of test, by age or school 
grade, sex, and race, for each population group 
that warrants special investigation. 

2. Number read, by size of induration (in 
millimeters), by the same classifications. 

3. Number considered “positive,” by the same 
classifications. 


Data on Program Operations 
CASEFINDING 
Data should be collected for each population 
group that warrants special investigation, by 
age, race, and sex if possible, and for appro- 
priate periods. 


Chest X-ray Surveys 

1. Number of persons screened. 

2. Number of persons with screening films 
read as suspected: (a) tuberculosis, (6) cardio- 
vascular disease, (¢c) tumor, (d) other non- 
tuberculous chest disease. 

3. Followup of tuberculosis suspects. 

(a) Number diagnosed as tuberculous and 
reported as new cases, by clinical status. 

(6) Number diagnosed as essentially nega- 
tive for tuberculosis. 

(c) Number diagnosed as having nontuber- 
culous disease, by type of disease. 

(zd) Number with followup incomplete or 
pending. 


Tuberculin Testing 

1. Number of persons tested and read. 

2. Number of reactors. 

3. Number of reactors X-rayed. 

4. Number of persons found with suspected 
tuberculosis. 

5. Number diagnosed and reported as new 
cases, by clinical status. 


Contact Investigation 
1. Number of close contacts (household and 
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any other with a history of close contact) to 
newly reported active and probably active cases. 

2. Number of contacts examined by end of 
year by X-ray or tuberculin tests: (a) diag- 
nosed as tuberculous and reported as new cases, 
by clinical status; (6) diagnosed as negative 
for tuberculosis; (¢) with incomplete followup. 


HospriraLizATION 

Of new active cases reported during year, 
number hospitalized for treatment at any time 
during year. 

Hospitalization for diagnosis or Observation alone 
should not be included in this count. 
CASE SUPERVISION: TUBERCULOSIS REGISTER 

1. Total number of cases in tuberculosis reg- 
ister or its equivalent (current file only) as of 
specified date : 

(a) Cases hospitalized for tuberculosis: (7) 
in tuberculosis hospitals (including tubercu- 
losis wards of general and chronic disease hos- 
pitals) ; (#2) in mental and penal institutions 
(only active cases and inactive cases on anti- 
tuberculosis drug therapy). 

(6) Cases hospitalized for other conditions. 
Include cases not being treated for tuberculosis but 
presumably being given appropriate periodic examina- 
tion by the institution; for example, inactive cases not 
on drug therapy in mental, penal, and chronic care in- 
stitutions. If the hospitalization is of short dura- 
tion—for an appendectomy, for instance—count in the 
following item. 


(c) Cases not hospitalized. 


Include those presumed to be outside institutions, plus 
tuberculosis patients residing in certain institutions, 
such as nursing homes, who are not being supervised 
for their tuberculosis by the institution. It is, of 
course, the responsibility of the health department to 
see that these patients receive necessary medical super- 
vision and treatment. 

2. Clinical status of cases not hospitalized. 

(a) Active and probably active. 

() Activity undetermined (or activity not 
stated), that is, only those cases which cannot 
be classified as probably active or probably in- 
active. 

(c) Inactive and probably inactive with cur- 
rent drug prescription. 

(d) Inactive and probably inactive without 
current drug prescription. 

3. Medical followup of cases not hospitalized, 
by clinical status. 


369 








(a) Report of medical examination (X-ray 
or clinical) not overdue. 

(6) Report of medical examination overdue : 
(7) last examined less than 12 months ago; 
(77) last examined more than 12 months ago. 

4. Bacteriological status of active and prob- 
ably active cases not hospitalized. 

(a) Positive at last report within past 6 
months. 

(>) Negative at last report within past 6 
months. 

(c) Status undetermined in past 6 months. 

5. Unhospitalized cases with drug therapy 
currently prescribed, by clinical status. 


Case SUPERVISION: NURSING SERVICES 

1. Of unhospitalized tuberculosis cases at a 
specified time, number not visited (home, office, 
or clinic) by public health nurse within preced- 
ing 6 months, by clinical and bacteriological 
status. 

2. Of new active cases reported during year, 
-number visited (home, office, or clinic) by pub- 
lic health nurse within 1 month of date of official 
morbidity report. 

3. Of cases discharged from hospitals during 
year, number visited (home, office, or clinic) by 
public health nurse within 1 month of discharge, 
by clinical status (excluding deaths, transfers, 
nontuberculosis cases, and persons hospitalized 
only for diagnosis). 

+, Total number of visits (home, office, or 
clinic) to all tuberculosis patients during year, 
by purpose of visit (guidance or instruction, 
therapeutic care, collateral service). 


OrnEeR NURSING SERVICES 

Total number of suspects, contacts, and as- 
sociates of reactors who receive public health 
nursing service during year. 


Teupercuiosts Hosrrran Dara 

1. Percentage of available tuberculosis beds 
occupied as of a specified date. 

2. Average cost per patient day. 

3. Average length of stay. 

4. Number of patients discharged from tu- 
berculosis hospitals during year (excluding 
transfers, nontuberculous cases, and persons 
hospitalized only for diagnosis) by 

(a) Clinical status and type of discharge. 


(6) Clinical status and bacteriological status. 
(c) Recommended treatment: drug therapy 
only; rest only; both drug therapy and rest. 


MepicaL SoctaL SERVICE 

1. Number of active tuberculosis patients in 
current caseload referred to social service dur- 
ing a specified period. 

2. Number of these patients served by medi- 
‘al social workers by end of specified period, 
either through direct service (casework or con- 
sultation) to the individual patient or indirectly 
through interagency activities. 


VocaTionaL REHABILITATION 

Number of tuberculosis patients referred by 
health department for vocational rehabilitation 
to both official and voluntary agencies during 
year: (a@) accepted for rehabilitation; (4) not 
accepted (either agency or patient nonaccept- 
ance); (¢) acceptance pending. 


Speciric PREVENTION 

1. Number of BCG vaccinations administered 
during year to (@) persons in families with 
tuberculosis, by age and race; (4) persons in 
other groups (nurses and medical students, for 
example), by age and race. 

2. Number of persons receiving chemopro- 
phylaxis as of a specified date, by age and race. 


EpucaTion AND TRAINING 

1. Types of inservice training for public 
health professional workers and others. 

2. Types and number of training sessions for 
volunteer workers. 

3. Number of contacts with and presentations 
to organized civic and service groups. 


Special Studies 


Where a sustained program is well developed 
and additional statistical information can be 
utilized, greater attention can be given to spe- 
cial phases of tuberculosis control activities. 
Studies can be undertaken to develop more de- 
finitive statistical information and to provide 
greater refinement in measurement. The fol- 
lowing are suggested as special study topics: 

1. Prevalence of tuberculin sensitivity among 
adults. 
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2. Analysis of tuberculosis casefinding 
through tuberculin testing, based on the num- 
ber of reactors rather than on persons tested, 
showing yield by age, sex, and race; also by 
length of time from discovery of infection to 
emergence of disease. 

3. Comparison of stage of disease of new ac- 
tive cases found in tuberculin testing programs 
with those found by chest X-ray surveys of 
similar groups of persons. 

4. Comparative cost of finding active cases by 
tuberculin testing surveys and by chest X-ray 
surveys. 

5. Nontuberculous disease found in tubercu- 
losis casefinding programs. 

6. Completeness of case reporting. 

7. For deaths in a specified time period, time 
intervals between date of morbidity report and 
date of death. 

8. Extent to which known active unhospital- 
ized patients are following treatment recom- 
mended. 

9. Disease reactivations. 

10. Hospital 
within a given time period: 

(a) Average length of stay as related to di- 
agnosis on discharge, age, and sex. 

(6) Admission diagnosis compared with dis- 
charge diagnosis as related to length of stay 
and other factors. 


admissions and discharges 





(c) Length of time between hospital dis- 
charge date and receipt of referral by the health 
department. 

11. Analysis of social factors which have con- 
tributed to nonacceptance of medical recom- 
mendations by patients with tuberculosis, and 
the extent to which resolution of social problems 
has led to an acceptance of treatment. 

12. Extent to which patients who received 
social service had their problems resolved com- 
pared with those who did not receive social 
service, with analysis of reasons for nonresolu- 
tion in both categories. 

13. Analysis of other than social factors 
which have contributed to nonacceptance of 
medical recommendations. 
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Training in Epidemiology 


A. course in applied epidemiology will be offered at the Communi- 
cable Disease Center, Public Health Service, Atlanta, Ga., May 4-8, 


1959. 


This course is designed primarily for physicians who investigate 
disease outbreaks or who have administrative responsibility for 


such investigations. 


It serves as a review for experienced health 


administrators and as a guide to physicians new to the public health 


field. 


Emphasis is placed on developing an understanding of the use of 
epidemiological techniques to solve preventable disease problems. 
Lecture-discussion sessions and audiovisual aids are used in the pres- 


entations. 


Group participation is stressed through group solution 


of epidemiological problems, seminars, and panel discussions. 
Further information and application forms may be obtained from: 
Chief, Communicable Disease Center, Public Health Service, 50 


Seventh Street NE., Atlanta 23, 


Branch. 
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Ga. Attention: Chief, Training 
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St. Louis Encephalitis 
Outbreak During 1956 


In Grand Junction, Colo. 


LuTHER E. Gippincs, M.D., Lee W. Smirtn, M.S.., 
Marcaret E. N. Beaver, M.D., and CLARENCE A. 
Sooter, Ph.D. 


HE FIRST sizable outbreak of St. Louis 

encephalitis among humans in the Rocky 
Mountain area occurred in 1956 in Grand Junc- 
tion, Colo., and the surrounding valley on the 
western slope of the mountain range. 

The area had experienced only scattered cases 
of St. Louis encephalitis since the disease was 
first recognized in St. Louis in 1933 (7). The 
midwest and the Pacific coast, however, had had 
occasional outbreaks and frequent sporadic 
cases of both St. Louis encephalitis and west- 
ern equine encephalitis, two of the three ar- 
thropod-borne encephalitides which are found 
in this country. Eastern Colorado, with its 
dry, rolling plains, falls into the midwestern 
epidemiological pattern, but little is known 
about the natural occurrence of St. Louis en- 
cephalitis and western equine encephalitis in the 
mountains, canyons, and valleys of western 
Colorado, in which Grand Junction lies. 

A city of 18,500 people, Grand Junction is at 
the junction of the Colorado and Gunnison 
Rivers in Grand Valley, which spreads over 15 
by 30 miles at about 4,500 feet above sea level. 
The valley is encircled on three sides by pla- 





At the time of the study, Dr. Giddings and Mr. 
Smith were with the Encephalitis Investigations Unit, 
Greeley Field Station, Communicable Disease 
Center, Public Health Service, Greeley, Colo. Dr. 
Giddings is currently a resident in pediatrics at Salt 
Lake County General Hospital, Salt Lake City, Utah, 
and Mr. Smith is with the Graduate School of Public 
Health of the University of Pittsburgh. Dr. Sooter 
continues serving with the Encephalitis Investiga- 
tions Unit of Greeley Field Station. Dr. Beaver is 
director of the Mesa County Department of Public 
Health, Grand Junction, Colo. 
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teau and bordered on the fourth by desert. 
Numerous canals, irrigation ditches, and small 
swampy patches along the borders of the river 
contribute to the city’s mosquito-breeding po- 
tential. 

The outbreak of 1956, which occurred farther 
above sea level than any previously reported, 
was part of a statewide rise in activity of the 
St. Louis encephalitis (SLE) virus. Thirty- 
one cases of encephalitis were reported from 
Grand Junction and from the surrounding 
parts of Mesa County. There were no fatali- 
ties. 


Epidemiological Methods 


As each case of encephalitis occurred it was 
reported to the Mesa County Health Depart- 
ment by a private physician. Epidemiological 
information was then collected on each patient 
by a physician-epidemiologist or by a public 
health nurse from the department. 

Attempts were made to collect an acute- 
phase serum specimen soon after the onset of 
the disease. Convalescent-phase serum speci- 
mens were generally collected between 3 and 
8 weeks Jater. Al] paired serum specimens 
were tested with the serum neutralization (SN) 
test, the complement fixation (CF) test, and 
the hemagglutination-inhibition (HAI) test 
for antibodies against the SLE and western 
equine encephalitis (WEE) viruses. Single 
convalescent-phase specimens were tested with 
the HAT test only. 

A case was classified as “confirmed” if a 
fourfold rise in titer was obtained with the CF 
or HAT tests or if a tenfold rise in neutraliza- 
tion index could be demonstrated. A case was 
classified as “suggestive” if the illness was clin- 
ically compatible with the disease and a CF 
titer of at least 1:8 or an HAL titer of at least 
1:80 could be demonstrated in either a single 
convalescent-phase specimen or in paired speci- 
mens where a rise in titer was not demon- 
strable. 

After the outbreak of human encephalitis 
had run its course still more information was 
desired. Accordingly, two serologic surveys 
were performed. The first was conducted in 
November 1956 among yearling chickens for 
HAI antibodies against the SLE and WEE 
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viruses. Serums from 103 chickens in 3 flocks 
on the outskirts of the city were tested. 

The second survey, conducted in January 
1957, was designed as an indicator of immunity 
levels among the human population. Serum 
specimens were obtained from a total of 340 


volunteers representing all age groups, all 
parts of town, and all economic classes. The 
specimens were then tested for the presence of 
complement-fixing antibodies against the SLE 
virus by the Virus and Rickettsia Laboratory 
of the Communicable Disease Center, Public 
Health Service. One hundred of these speci- 
mens, selected to give equal distribution among 
the different age and sex groups, were tested 
for HAI antibodies against both SLE and 
WEE viruses. Also, 96 of the 100 were tested 
for neutralizing antibodies against SLE. <An- 
tibody levels were classified as significant, 
equivocal, or insignificant by use of the follow- 
ing criteria: 


Classification Test - 
HAI SN! CF 
Insignificant ___ _- i < 1230 0-32 < 132 
Equivocal_ _ _ _- : 1:10 33-50 12 
Significant _ ___ _) Seto > 50 Des iy 


1 Neutralization Index. 


There were no attempts at virus isolation 
from mosquitoes nor was the predominant mos- 
quito species identified, the reason being that 
cold weather had brought about an end to the 
mosquito season by the time the investigation 
began. 

Epidemiological investigations revealed that 
the outbreak of human cases apparently began 
on July 28 when a farmer from Fruita, 10 
miles west of Grand Junction, became ill with 
symptoms of fever, severe headache, stiff neck, 
nausea, malaise, weakness, generalized muscle 
pain, and hand tremor. On July 29 he was 
hospitalized. The same day, a 3-year-old girl 
in Grand Junction became ill with similar 
symptoms. From that point the cases in- 
creased in number until October 15. By that 
time 31 cases had been seen by physicians in 
Grand Junction and Fruita. Thirty of these 
were among residents of Grand Junction. 

The peak of the epidemic curve was reached 
in late August, and a secondary rise occurred 
during the first 2 weeks of November as 3 more 
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vases of encephalitis were reported. The eti- 
ology of these last three is unknown. Serolog- 
ically they were not arthropod-borne encepha- 
litis. 

All age groups were affected, with the largest 
number of cases (seven) in the group from 20 
to 29 years of age (table 1). Clinical illness 
was almost equally divided between males and 
females. 

Serum was collected from 20 of the 31 pa- 
tients through which the illness of 3 of these 20, 
or 15 percent, was confirmed serologically as 
SLE. An additional 13 cases, or 65 percent, 
were classified as serologically suggestive of 
SLE. Attempts to demonstrate antibodies 
against the common encephalitides (SLE, 
western equine encephalitis, eastern equine 
encephalitis, lymphocytic choriomeningitis, and 
mumps) all failed in serum samples from the 
remaining four, or 20 percent, of the cases. 


Table 1. Comparison of the age distribution 
of clinical cases of encephalitis with that of 
the population which had measurable anti- 
body levels against the SLE virus, Grand Junc- 
tion, Colo., 1956 


Clinical cases Survey 


Age groups Percent} Percent) Percent 





(in years) | Num-/Percent) with | with with 
| berof| of CF | HAT j|neutral- 
| cases | cases anti- | anti- lizing 
| | | bodies | bodies | anti- 
| | | bodies 
0-9__- 3 97; 1.8] 200 20. 0 
10-19_ 4} 12.9 4.4] 20.0 23. 2 
20-29 - 7| 22.6/ 40) O 15. 0 
30-39 _ : 6 ie); & | 0 21. 1 
40-49 _ : 3 9. 7 | 0 | a 0 
50-59____- 2 6.5 9. 1 20. 0 20. 0 
60 and over_- 6 19. 3 aS; O° | 0 
Total__---| 31 | 100.0 | 2.9 5. 0 | 16:7 


| | | 


The serum surveys showed that 1 percent of 
the 100 humans and of the 103 chickens sur- 
veyed had significant antibody levels against 
WEE. In contrast, 16.5 percent of the 
chickens and 0 to 12.5 percent of the humans, 
depending upon the test used, had significant 
antibody levels against the SLE virus (table 
2). The percentage of each human age group 
with antibodies against the SLE virus can be 
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Table 2. 


Test 
Species used tested 
Human CF 340 
Human HAI 100 
Human SN 96 
Chicken : HAI 103 


compared with the age distribution of the clin- 
ical cases in table 1. 


Discussion 


The epidemic curve and age distribution of 
the outbreak roughly paralleled those in the 
original outbreak of SLE in St. Louis, Mo., in 
1933 and in a more recent outbreak in the Rio 
Grande Valley in Texas in 1954 (3). In each, 
the epidemic curve started upward in late July 
or early August, reached a peak in late August, 
and then declined through September and Oc- 
tober, and in each outbreak the majority of 
the cases were in the middle and older age 
groups. The attack rate in the Grand June- 
tion outbreak of 162.3 per 100,000 compares 
with that of the original outbreak in St. Louis 
of 100 per 100,000 and the more recent Texas 
outbreak, 163.9 per 100,000, but is far below 
that in Calvert City, Ky., in 1955 in which the 
attack rate was 865.6 per 100,000. 

In the light of an expected mortality of 5 
to 50 percent from SLE (4), the fact that 
none of the 31 patients died is unusual. Ob- 
servations by some workers have shown that 
SLE in humans is usually somewhat milder in 
the west than in the midwest. These workers 
postulate that the reason for this is the pres- 
ence of a strain of SLE virus in the west 
which is less pathogenic for man than the mid- 
western strains (personal communication from 
Dr. Carl M. Eklund). 

Approximately 12.5 percent of the population 
tested for previous inapparent infection had 
neutralizing antibodies against the SLE virus 
at a significant level. This is comparable with 
the 11.8 percent found in Weld County in north- 
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Number _ 


Results of serologic surveys for SLE in Grand Junction, Colo., 1956 


Titers 





Insignificant Equivocal Significant 
Number! Percent |Number Percent |Number Percent 
pike Sc an ms 2 
330 7, 1 10 2.9 0 0 

95 95. 0 3 3. O 2 2. 0 

80 83. 3 4 4,2 12 12.5 

84 81. 6 Z 1.9 17 16. 5 
eastern Colorado in 1951 (5). In the Weld 


County survey few under the age of 20 years 
had significant antibody levels, whereas in 
Grand Junction nearly half of those with anti- 
bodies were less than 20 years of age. There are 
a number of possible explanations. 

The marked differences in the serologic sur- 
vey results according to the test used were due 
partially to the fact that neutralizing antibodies 
against the SLE virus persist for a considerable 
length of time, possibly more than 10 years, 
while CF antibodies persist only for a period of 
several years (6). HAT antibodies are thought 
to have a duration somewhere between those 
of the other two. Consequently, when all three 
tests are run, it is possible to obtain some indi- 
cation of the activity of the SLE virus in a 
given area over a period of possibly 10 years. 
Accordingly, survey results in table 1 might be 
interpreted thus: the SLE virus was moderately 
active in humans in the years 1954-56 since 2.9 
percent of the population have CF antibodies. 
A larger number, 5.0 percent, have HAT anti- 
bodies so it is likely that the virus was also mod- 
erately active in the years 1951-53. Since a 
still larger number, 16.7 percent, have neutral- 
izing antibodies, it can be assumed that this 
moderate level of activity goes back beyond 5 
years, possibly as far back as 10 years. It must 
be realized, however, that a single year with 
heavy activity between 1946 and 1951 could 
bring about the difference in results between the 
serum neutralization test and the other two 
tests. There is no record of such activity hav- 
ing occurred prior to 1956. 

Another reason for the differences in survey 
results is that samples of different sizes were 
used in the three tests. More than three times 
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as many specimens were used in the CF test as 
in either of the others. CF results from those 
serum specimens which also were tested with 
the HAI and SN tests appear much closer to 
results of the three tests in age distribution of 
inapparent infection. However, to omit CF 
results from the remaining 240 samples would 
be to sacrifice accuracy unnecessarily. 

An explanation for the low level of inappar- 
ent infection during the 1956 outbreak of clin- 
ical encephalitis has not been found. None 
of the 340 serums tested had a CF titer greater 
than1:2. A control serum from a girl who had 
clinical SLE in August 1956, when tested, un- 
identified, with the other samples had CF anti- 
bodies at a titer of 1:64. It can be assumed 
from this that recent inapparent infection, had 
it occurred, would have been obvious from re- 
sults of the CF test. The fact that inapparent 
infection is not greatest in age groups with the 
largest number of clinical cases also makes it 
appear that the cases of inapparent infection 
probably occurred sometime prior to the 1956 
outbreak. 

HAT results show that there was more SLE 
activity than WEE activity in Grand Junction 
in 1956. The fact that 16 times as many year- 
ling chickens and 3 times as many humans had 
HAI antibodies against SLE would be indi- 
cative of this. Evidence exists that the virus of 
SLE was also more active than that of WEE in 
other parts of Colorado in 1956. Not only was 
the SLE virus isolated much more frequenily 
from pools of Culex tarsalis mosquitoes in Weld 
County in eastern Colorado, but scattered cases 
of SLE were reported among humans along the 
east slope of the mountains and on the eastern 
plains where no cases of WEE were confirmed. 


Summary 


An outbreak of encephalitis among humans 
in Grand Junction, Colo., and the surrounding 
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valley during 1956, part of a statewide in- 
crease in activity of the St. Louis encephalitis 
virus, was the first outbreak of the disease in 
the Rocky Mountain area. 

Thirty-one cases, with no fatalities, were re- 
ported in the outbreak, which occurred farther 
above sea level than any previously reported. 

In a serologic survey of 340 persons, it was 
found that 16.7 percent had neutralizing anti- 
bodies against SLE. 

A serologic survey of yearling chickens 
showed that the SLE virus was far more active 
than the western equine encephalitis virus in 
Grand Junction in 1956. 

Differences in results from the complement 
fixation, hemagglutination-inhibition, and se- 
rum neutralization tests evolved from the use 
of different sample sizes in each test and from 
variations in the life of the antibodies sought 
in each test. 
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Pp -_ ‘a public health 


Colorado’s 54,000 old-age pension- 
ers are guaranteed $100 a month in- 
come, and are permitted to go to any 
hospital and receive the same treat- 
ment as regular patients at State ex- 
pense. 

If the aged person cannot live 
alone, he goes to a convalescent or 
nursing home, and contributes all 
but $5 of his monthly income; the 
State pays the balance. A sum of 
$10 million has been set as the an- 
nual allocation to finance the pro- 
gram; Blue Cross and Blue Shield 
administer it. State officials believe 
that revenues earmarked for pen- 
sions will exceed the cost of the 
program. 

« » 


About 95 percent of all pedestrian 
deaths occur in residential areas 
rather than in congested business 
sections, AAA reports in a 163-page 
booklet entitled “Planned Pedestrian 
Program,” a community do-it-your- 
self plan to halve pedestrian deaths. 


« » 


Death rate from accidents among 
children 1 to 4 years old dropped 18.4 
percent between 1949 and 1956. 


An agreement between the Public 
Health Service and the automobile 
industry provides for the Service to 
concentrate on effects of auto ex- 
hausts on health while industry con- 
centrates on developing engineering 
devices to reduce exhausts. 


« » 
Trioptic lenses have been developed 
with alleged magnifications of from 
300 to 2,000 percent. They are said 


to promise help for 500,000 partially 
blind in the United States. 
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Dr. Leonidas H. Berry, Chicago 
specialist in internal medicine and 
originator of a plan for the rehabili- 
tation of narcotic addicts, won the 
National Medical Association’s dis- 
tinguished service award. 


Not more than 1 million of the 
Nation’s 57 million cars on the high- 
way today are equipped with seat 
belts, reports the Cornell University 
Medical College auto crash injury 
research project. (See Public Health 
Reports, May 1958.) 


« » 
About 95 percent of the good 
drivers who have accidents do so 


because they become bored and dis- 
tracted, according to Joseph Zabel- 
ski, safety education consultant, 
Michigan Automobile Club. 


« » 


New York City’s Police and 
Health Departments are conducting 
a joint 6-month study on the effects 
of alcohol, barbiturates, tranquiliz- 
ers, and allergy-relieving drugs on 
driving ability and traffic accidents. 


« » 


Successful treatment of alcoholics 
produces the new problem of a wife 
with ‘“‘no one to mother,’ comments 
Dr. Herman Feifel, Veterans Ad- 
ministration Mental Hygiene Clinic, 
Los Angeles. The clinic has been 
treating nonalcoholic wives simul- 
taneously with alcoholic husbands. 


« » 


The World Health Organization’s 
global battle against disease is de- 
scribed by Albert Deutsch, in Pub- 
lie Affairs Pamphlet No. 265. 











A demonstration program in Ta- 
hiti has attacked filariasis. Diethyl- 
carbamazine was used to destroy the 
parasite in the blood stream and so 
control mosquito carriers. The pro- 
gram is a joint effort of the French 
Overseas Medical Service and the 
University of California, Los An- 
geles, Medical School. 

« » 


The Washington, D. C., commis- 
sioners have been asked by the Dis- 
trict of Columbia Welfare Depart- 
ment and the District’s Nursing and 
Convalescent Home Association to 
onduct a survey of nursing homes 
to consider licensing requirements, 
adequacy of treatment, and facili- 
ties. Only the largest homes are 
required to be licensed at present. 
The association has asked the wel- 
fare department to raise monthly 
payment for indigents in nursing 
homes from $110 to $210. 


« » 
Dr. James F. Benedict, Erie 
County (N. Y.) medical examiner, 
asserts that plastic dry-cleaning 


bags used as mattress covers caused 
two infant deaths this year. The 
plastic apparently adhered to the 
nose and mouth so tightly that it 
prevented breathing. 

« » 


Colostomy and Ileostomy Care, a 
55-page guide of practical informa- 
tion for nurses, has been published 
by the Cuyahoga Unit, Cleveland, 
Ohio, of the American Cancer So- 
ciety. 

« » 


Upcoming Meetings: Midwest In- 
stitute on Alcohol Studies, June 21- 
26, Western Michigan University, 
Kalamazoo, Mich. 

e Air pollution control association, 
June 22—26, Statler-Hilton Hotel, Los 
Angeles, Calif. 

e First international conference on 
mental retardation, July 27-31, East- 
land Hotel, Portland, Maine. 

e Sixth international exhibition- 
convention of health technicians, 
June 9-12, Pare des Expositions, 
Porte de Versailles, Paris. 

e Thirty-sixth annual conference 
of the, American Physical Therapy 
Association, June 21-26, Hotel 
Leamington, Minneapolis, Minn. 


Public Health Reports 

















i- 





A total of 135 medical, dental, 
engineering, science, nursing, and 
veterinary students from 120 ap- 
proved 4-year professional schools 
spent the summer months of 1958 in 
Public Health Service facilities un- 
der the Service’s training program. 

« » 


By following faithfully a _ pre- 
scribed self-help program at home, 
most arthritis victims can fight off 
the crippling caused by the disease, 
according to a new 24-page publi- 
cation, Home Care in Arthritis, is- 
sued by the Arthritis and Rheuma- 
tism Foundation. 

« » 


The Texas State Health Depart- 
ment has published OH-1A, a pro- 
cedural guide for reporting exces- 
sive radiation doses ; OH-1B, an ad- 
visory guide on local preparations 
for and handling of excessive radia- 
tion doses; OH-1C, changes in basic 
philosophy on maximum permissible 
radiation exposures ; OH-16A, a pro- 
cedural guide for sanitary use of 
portable water coolers; and OH-27, 
a list of registered professional 
nurses active in industrial nursing 
in Texas, 1958. 

« » 


J. C. Maruzzella and P. A. Henry 
report in the Journal of the Ameri- 
can Pharmaceutical Association that 
100 aromatic oils used in perfumes 


possess antimicrobial properties 
against fungi and bacteria. 
« » 


The New York City Health Re- 
search Council was recently estab- 
lished with a budget of $600,000. 
Its immediate targets will be prob- 
lems of aging, maternal and child 
care, mental illness, heart disease, 
environmental hazards, and patient 
eare. This is the first time a medi- 
eal and public health research pro- 
gram has been supported solely by 
local tax funds. 


« » 


The 1958 report of the field teach- 
ing conference of the Southern 
Branch of the American Public 
Health Association is now avail- 
able. Address inquiries to Miss Ruth 
W. Hay, Chairman, Field Teaching 
Conference, Box 229, Chapel Hill, 
N.C. 
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Health department cooperation 
with the fire marshals to help over- 
come hazards in schools, homes for 
the aged, private hospitals, kinder- 
gartens, and the like is reported by 
H. George Henderson-Watts, from 
the Saanich and South Vancouver 
Island Health Unit, British Colum- 
bia. 

Public health workers are encour- 
aged to draw attention to fire and 
accident hazards such as cluttered 
stairs, poisons and matches within 
reach of children, cracked and im- 
properly insulated chimneys, elec- 
tric cords hung over nails, multiple 
electrical outlets plugged into a sin- 
gle receptacle, absence of fire es- 
capes or means of egress, bundles 
of old papers or rags, and flam- 
mable products, such as cleaning 
fluids, kerosene, and gasoline, in 
dangerous locations. 


About three-fifths of the aged pop- 
ulation in the United States are not 
insured for hospital or medical ex- 
penses. Among the uninsured, the 
Health Information Foundation 
says, more than one-fourth have 
never tried to buy health insurance, 
and almost as many say they do not 
want it. Thirty-four percent of the 
uninsured say they can’t afford it, 
and 16 percent say they do not be- 
lieve they are eligible for it. 


« » 


Correction: The number of alco- 
holics in the United States, as esti- 
mated by Keller and Efron in the 
Quarterly Journal of Studies on 
Alcohol, was incorrectly reported in 
our January issue. They estimate 
1,254,000 with complications, and a 
total of 5,015,000 with or without 
complications. 





The Veterans Administration neu- 
ropsychiatric hospital in Salisbury, 
N. C., is using gardening and land- 
scaping for therapy, with a resulting 
dramatic improvement in mental ill- 
ness. The gardening and landscap- 
ing, begun in 1954, currently engages 
75 psychiatric patients. 

The patients built water fountains, 
outdoor ovens, and a brick storage 
shed for bicycles and athletic equip- 
ment on a once barren, gully-scarred 
part of the hospital grounds. They 
transformed a similar area into 
smooth, terraced lawns with flower 


gardens, park benches, and a half- 
acre vegetable garden. To the right 
in the illustration is a brick tool shed 
constructed by the patients. In the 
foreground is a flower garden built 
on a clay mound resulting from ex- 
cavations for a hospital building. 
The soil was conditioned with pine 
needles and leaf mold gathered by 
the patients. 

Many of its mental hospitals are 
using similar reclamation projects 
with therapeutic benefit to patients, 
according to the Veterans Adminis- 
tration. 
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EVALUATION OF A MOUSE TEST FOR THE STANDARDI- 
ZATION OF THE IMMUNIZING POWER OF ANTI-RABIES 


VACCINES ' 


By Karu HaBet, Asszstant Surgeon, United States Public Health Service 


The ideal animal test for the standardization of any vaccine should 
be done under conditions either similar to or at least comparable to 
those under which the vaccine is used clinically in human beings. 
The technique of performing the test should be simple and there 
should be no procedure in which individual differences of the tech- 
nician might cause variation in results. The time required to com- 
plete a test is of practical importance since the material being tested 
cannot be released for clinical use until successfully meeting the re- 

uirements. Therefore the duration of the test should be sufficiently 

o subtract materially from the life of the vaccine. 

e unequivocal and subject to but one interpretation. 

f identical tests the results should be uniform. The 

TT : : easily 

car for in the orat ihe aT ed gin ing the Im- 
mifirom: Pu liccHe alth Re reports 

its potency, or the test must be so wae that any changes wh these 

properties will be revealed in the results. These are the requirements 

of the ideal test. 

Since rabies vaccine was first used it has been subjected to many 
types of experimental tests to determine its immunizing properties 
and, therefore, its efficacy in the Pasteur treatment of human beings. 
This subject has been reviewed recently by Webster (1), who em- 
phasizes the general lack of positive results in the light of statistical 
analysis of the published protocols. 

In general, the following types of tests have been used. 

1. Injection of rabies virus into central nervous system (subdural, 
intracerebral, intraocular) followed by a course of vaccine treatment (1).— 
In this method results have been quite consistently negative, the 
same mortality usually occurring among the vaccinated and control 
animals. This is easily understandable, since the direct introduction 





1 From the Division of Biologics Control, National Institute of Health. 
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Dr. Karl Habel in this classic mouse protection test estab- 
lishes for an efficient rabies vaccine the minimum require- 
ment of protection against at least 1,000 MLD (minimum 
lethal dose). : 
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